DISCLAIMER: The following sample application is provided for
information and reference only. Your application should reflect your
- individual or group information (depending on provider type) to ensure

accuracy.




‘Map-811 Individual Checklist

NOTICE: Pursuant to 907 KAR 1:672 Section 2 1(c) (1), you must be enrolled as a participating provider prior to being eligible to
receive reimbursement. Enrolment in the program is not a guarantee; therefore, providing services to Kentucky Medicaid
members prior to your effective date is at your own financial risk.

Did you:

& Complete all questions‘? Questions not applicable should be completed with “N/A™.
(Applications will be rejected for any questions left blank.)

@ Sign and date signature page (page 10)7 Only orlgmal blue ink signatures are accepted. Copied or
stamped signatures are not accepted.

@ Attach appropriate licenses and/or certifications and all other required documents for requested effective
date as well as current? '

@ Attach verification documentation for NPI and Taxonomy Code(s) from Fox Systems or NPPES.
& Attach a Map-347 if individual wants to be linked to group KY Medicaid provider number?

@ Attach a copy of your Social Security card if you do not own a FEIN? Attach your IRS verification letter if
you are applying as an individual and you are the sole owner of a FEIN?

@ Keep a copy of the application for your records?

Not completing these reminders will delay the processing of your application. Please ensure that all reminders
above are completed. Other corrections not mentioned above may be requested during the processing of your
application.

Please mail the completed application to the following address:

Kentucky Medicaid
P.O. Box 2110
Frankfort, KY 40602

Please do not send the application to the Department for Medicaid Services. This will delay the
processing of your application. :

If you have any questions regarding your enrollment, please call Kentucky Medicaid toll free at (877)- -838-5085.
A provider enrollment specialist will be available to help you between the hours of 8 am and 4:30 pm, EST,
Monday through Friday.
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MAP-811 Individual

Provider Application Instructions
NOTE: Fill out all applicable sections. indicate Not Applicable (N/A) for questions that
do not apply. Applications will be rejected if any questions are left blank.
Please do not re-format or alter application in any manner.

Enroliment Block: _

» [If applying for a Kentucky Medicaid number for the first time, check first block.

s [fre-enrolling as a Kentucky Medicaid number, check second biock and enter your eight (8) digit
provider number in number 1.

» |f a change in Federal Tax ldentification number {FEIN) or change in ownership has occurred,
check third block.

« If applicant has been excluded from Medicare/Medicaid by Federal, State, or court sanction
please declare “| am enrolling as a reinstatement”, check fourth block.

» |If application is for re-credentialing, please indicate in appropriate box.

Section A: Administrative Information
Field # Description
1 If a Kentucky Medicaid provider number has already been assigned to this individual,
please enter provider number.
2 Enter applicant’s name.
3 Enter the date of your license or the date you wish your enroliment with Kentucky
Medicaid to be effective.
4 Enter your National Provider Identifier (NPI). Please remember to include your FOX
verification.
5 " Enter your Taxonomy Code(s) associated with your NP1, Attach extra sheet if
necessary. Please remember to include your FOX verification.
6 State the individual Social Security number and date of birth of applicant provider.
7 . -State Federal Tax [dentification Number if provider is sole owner of Federal

Tax ldentification Number.
NOTE: if you are an individual who has incorporated please enter both Federal Tax
Identification Number and Social Security Number.

] Enter the name of the person to sign for a summons in case of a lawsuit. N/A is not
acceptable.

9 Telephone number of person named in number 7.

10 List any Kentucky Medicaid Group / Facility numbers you have held in the past three
- years.

11 if CLIA is-attached, please mark block.

12 tf Specialty Certification is attached, please mark block.

13 Please enter the county of your physical location.

14 - Please enter the supervising physician’s name and KY Medicaid provider number.

15 Enter the software vendor (if doing own billing) and/or name of billing agency if

someone else is submitting the claims electronically. Please complete Media.
Enter magnetic tape; 3.5-inch diskette; 5.25-inch diskette; Asynchronous PC
Modem; Synchronous 3780 mainframe or Point of Service.

16 This field is for statistical purposes only and is not required to be completed.
Section B: Disclosure of Ownership and Control Interest
Field # Description
1 List current Kentucky Medicaid provider numbers.
2 If there has been a change of Federal Tax dentification number, please list
previous Medicaid provider numbers and effective dates for each.
3 Describe relationship or similarities between the provider disclosing

information on this form and items "A” through “C™.
L
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4 Do you plan to have a change in ownership, management company or
control within the next year? If so, when?

5 Do you anticipate filing bankruptcy? If so, when?

6 ' State Federal Tax |dentification Number if there is an affiliation with a chain
along with name, address, city, state and zip code.

7 List name, address, SSN/FEIN of each person or organization having direct
or indirect ownership or control interest in the disclosing entity. If owned by a
corporation attach sheet with officers and board members names and social
security numbers. If you are applying as an individual and do not own a FEIN, please
enter your name and information.

NOTE: Do not send the list of board directors unless they own 5% or more.
Indirect Ownership Interest-means an ownership interest in an entity that has an ownership interest

in the disclosing entity. This term includes an ownership interest in any entity that has an indirect
ownership interest in the disclosing entity.

. Ownership interest- means the possession of equity in the capital, the stock, or the profits of the
disclosing entity. ' '

Person with an ownership or control interest- means a person or corporation that:

¢ . Has an ownership interest totaling 5% or more in a disclosing entity;

* Has an indirect ownership interest equal to 5% or more in a dis¢losing entity;

¢ Has a combination of direct and indirect ownership interests equal to 5% or more in a
disclosing entity;

« Qwns an interest of 5% or more in any mortgage, deed of trust, note, or other obligation
secured by the disclosing entity if that interest equals at least 5% of the value of the
property or assets of the disclosing entity;

« |s an officer or director of a disclosing entity that is organized as a corporation; or,

« |s a partner in a disclosing entity that is organized as a partnership

8 List name, address and SSN/FEIN of each persbn with an ownership or
control interest in any subcontracter in which the disclosing entity has direct
or indirect ownership of 5% or more.

Subcontractor- means an individual, agency, or organization to which a disclosing entity has
contracted or delegated some of its management functions or responsibilities of providing medical
care to its patients, OR an individual, agency or organization with which a fiscal agent has entered
into a contract, agreement, purchase order, or lease (or lease of real property} to obtain space,
supplies, equipment or services provided under the Medicaid agreement.

9 If applicant is related to persons listed in number 8, please list relationship.
10 List name of managing company, if not applicable enter N/A,
11 List names of the disclosing entities in which persons have ownership of

other Medicare/Medicaid facilities.
Qther Disclosing Entity- means any other Medicaid disclosing entity and any entity that does not
participate in Medicaid, but is required to disclose certain ownership and control information
because of participation in any of the programs established under Title V, XVIII, or XX of the Act.
This includes:
« Any hospital, skilled nursing facility, home health agency, independent clinical
laboratory, renal disease facility, rural health clinic, or health maintenance organization
that participates in Medicare (Title XVIi).
« Any Medicare intermediary or carrier.

2.
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= Any entity {(other than an individual practitioner or grouprof practitioners) that furnishes,
or arranges for the furnishing of, health-related services for which it claims payment
under any plan or program established under Title V or Title XX or the Act.

12 If entity engages with subcontractors such as physical therapist, pharmacies, etc. which
exceeds the lesser of $25,000 or 5% of applicant’s operating expense, please list
subcontractor's name and address.

Significant Business Transaction- means any business transaction or series of transactions that,
during any one fiscal year, exceeds the lesser of $25,000 or 5% of applicant’s operating expense.

13 List name, Social Security Number, address of any provider who is
authorized to prescribe drugs, medicine, devices, or equipment.
14 ~ List anyone in number 7 who has been convicted of a criminal offense

related to the involvement of such persons or organizations in any problem
established under Title 19 {Medicaid) or Title 20 (Social Services Block

- Grants) of the Social Security Act or any criminal offense in this state or any
other state. Please also indicate any KY Medicaid provider number(s} associated with
individual or organization.

15 List any agent and/or managing employee who has been convicted of a

criminal offense related to any program established under Title XVIH, XIX or
XX of the Social Security Act or any criminal offense in this state or any
other state. Please also indicate any KY Medicaid provider number(s) associated with
individuat or organization.

Agent- means any person who has been delegated the authority to obligate or act on behalf of a
provider.

Managing Employee- means a general manager, business manager, administrator, director or other
individual who exercises operational or managerial control over, or who directly or indirectly
conducts the day-to-day operation of an institution, organization or agency.

16 For any current or previous Medicaid provider, please list any changes in
. administrator; director of nursing; medical director.
17 Please indicate where you would like monies paid to you from Medicaid

reported to for 1099 purposes. Example: If you are an individual completing this
question, please input your Social Security Number unless you are a sole proprietor. An
individual provider can bifl under his/her individual provider number even if they are
working in a group setting. If you are applying as an individual and do not own a FEIN,
but you want your monies reported to the FEIN of the entity, you must complete a
Map-347 (Statement of Authorization of Payment) so your individual number can be
linked to the group KY Medicaid provider number.

18 Please indicate the address where you want your Medicaid 1099 mailed.
19 Enter telephone number and extension of where you want your Medicaid 1099 mailed.
20 Enter the contact name for the Medicaid 1099. :
21 Please attach a listing of all professionals currently employed in your group.
Include provider name, begin date (if known}, and the individual's Medicaid provider
number.
22 Please attach a copy of your W-9 form if you are a sole owner of a FEIN and want your

monies reported to that FEIN. Please attach a copy of your Social Security Card or
signed notarized statement if you are not a sole owner of a FEIN.

Section C: "Tax Structure
Field # Description
1 Check block, which pertains to applicant’s tax structure.

-3-
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. if “B" is marked, please complete number 2 with name, address, city,

state, zip code, and telephone number.

. If “C" is marked, please complete number 3 with name, address, city,
state, zip code and FEIN/SSN. -~
If “E" is marked, please attach a list of Officer and Board Members.
IT“F" is marked, please attach list of Board Members.
If "G" is marked, please attach list of Board Members.
If "H” is marked, please attach list of Limited Liability members.

Page 10 {Signature Page)

Provider Signature: Individual provider must sign ariginal signature in blue ink. {Copied or
stamped signatures are not accepted.)

Name: Printed name of provider

Titte: Tile of person signing. EXAMPLE: doctor, physician assistant, etc...

Date: Enter the date the agreement was signed

Witnessed By: Enter original biue ink signature of witness (Copied or stamped signatures
are not accepted.) :

Health Care Partnership Signature: _
To be completed by Managed Care representative only

Regional Transportation Broker Signature:

This field is to be completed by the transportation broker. All taxi providers, non-ambulatory
specialty carriers, and bus-co-ops must have this field completed. [f field is incomplete the
application will be rejected for participation with the Kentucky Medicaid program.

Department for Medicaid Services:
To be completed by Department for Medicaid Services representative




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for guestions that do net apply.
Applications will be rejected for any questions left blank, Please print or type.

For Kentucky Medicaid Use Only
I am Enrolling as a: -
New Provider COMMONWEALTH OF KENTUCKY ATN#
DEPARTMENT FOR MEDICAID SERVICES ATN#
O Re-applicant And/Or '
" KENTUCKY HEALTH CARE PARTNERSHIP | ATV
[0 Change of Ownership/FEIN )
_ I[dentifier:
[ Re-instatement PROVIDER APPLICATION Provider Type:
O Re-credential . Reviewer’s Initials:

SECTION A: ADMINISTRATIVE INFORMATION

L Vaedano - 2. Dounne Do
Kentucky Medicaid RBrovider number Name of Individual Provider
(Complete if you have a carrent or previous IKentucky Meadicaid
provider number; otherwise, enter 874 or Pending.) 3. \D - \ -\ 0
Pate Provider Request Effective Enrollment
4. NV LN/ 5 RRANOOOOO K
NP1 (National Provider Identifier) Taxonomy Code(s) (Attach extra sheet if necessary.)

6. sSN: [\ I AIMNIDIA I MDA and OB: (O 1N | 1O I IS

Month  Day Year

7. FEIN (if applicable): |__[1__[T_[_H_T_H_H_I_1 W\
{Does not apply to an individual who is not a sole owner of FEIN)
8. 50\'\‘(\ bcyb 9. (5o IV -~ HNGLT
Agent of Service in Case of Summons {(N/A not acceptable.) Telephone # of Agent of Service Ext. #

10. List any Kentucky Medicaid group / fucility numbers you have held in the past three years.

WK
O I T I

1
11. Q‘tach a copy of CLIA 12. Attach a copy of specialty certification. 13. Physical County (f‘((Lx\\A_\ A A\
I have attached a copy. &V 1 have attached a copy.

14. Tf you are applying as a Physician Assistant, please indicate supervising Physician name & KY Medicaid provider number.
Attach extra page is necessary. Please attach a Map-612 for each supervising physician.

Name S \& KY Medicaid Provider Number

15. If you wish to BILL ELECTRONICALLY:

WAB

Software Vendor and/or Billing Agency Media

16. For statistical purposes only. Not required.

Race: Sex (circle one): M @

sidwex3y o|dwex3 o|dwex] 3jdwex] gidwex3y 3jdwex]

a|dwex]




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that de not apply.
Applications will be rejected for any questions left biank. Please print or type.

- SECTION B: DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST

I
=
ITEMS 1-15 BELOW ARE REQUIRED BY FEDERAL AND STATE LAW AND REGULATION (42 CFR %J
455.104 AND KRS CHAPTER 205, AS AMENDED). YOU WILL RECEIVE THIS SECTION ANNUALLY TO =l
UPDATE AND RETURN TO DMS. m
Note: See page 6 for definitions accordihg to 42 CFR 455.101 and 455.104 and KRS Chapter 205, as amended, of underlined terms in Section B. ;"'
Qi
1. List all current Kentucky Medicaid provider numbers: L]ﬁ]m__][_}L_][__}[__] T H W 1M _g
2. Ifthere has been a change in ownership, change of tax 1D number (I'EIN}, or change in Kentucky Provider Number for a @
previously enrolled Kentucky Medicaid provider, please state previous provider number(s) and their effective date(s): ™
. ‘ T
. o &3]
L%_]L]L]Llfiﬁi_ll_l LA L) L] N | S Iy N | o S | 3
Previous Medicaid Prov. # Mo. Day Y. Mo. Day Yr. =3
N | N { | | | B U | I | I O | N B NS |y | Iy O | B
Previous Medicaid Prov. # Mao. Day  Yr Mao. Day Yr. -
S
3. Ifyou completed #2, describe the relationship between the provider disclosing intormation on this form, and the following: (a} -g
previous Medicaid owner (b) corporate boards of disclosing provider and previous Medicaid owner: i.e. board members and o
ownership or controf interest (¢) disenroilment circumstances. Attach extra page if necessary.
) Ll
WA R S
3
j=3
m
4. II'you anticipate any change of ownership, management company or control within the year, state anticipated date of
change and nature of the change. Date: ' Change: W \‘(\ gl
5. Ifyou anticipate filing for bankruptcy within the year, state anticipated date of filing. LCAR AN %
6. If this facility is a subsidiary of a parent corporation, state corporate FEIN #: 1) \‘3\ =3
: T
Name: )
Box or Address: rm
)
City:
! 3
State:{ i 1 Zip: - k=3
D

7. List name, date of birth, SSN#/FEIN#, and address of each person or organization that owns 5% or more direct or indirect
ownership or controlling interest in the applicant provider. Tf owned by a corporation, please list names and social security
numbers of Officers and Board Members of that corperation. (Attach extra page if necessary.}) If you are applying as an individual,
please list your information. (N/A. not acceptable.)

[ ] Check here if no one has 5% or more direet or indirect ownership, and skip to item #8.

NAME (a): ‘.Box\b Vot pos: \ -\ - \OGN\S

Box or Address: V=D B\'\\i\) %‘\' . SSN: Wy - Wey - R,
: -and/or-

city: oo\ Lo © FEIN:

Slale:]'v\ ][\I 1 Zip: \L'\OU.?O\-




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for guestions that do not apply.
Applications will be rejected for any questions left blank. Please print or type.

NAME (b): DOB:
Box or Address: S8N:
-and/or-
City: ' FEIN:
. M
State:[ 1 1 Zip: - x
8. List name, address, SSN#, FEIN# of each person vyith an ownership or control interest in any subcontractor in which the provider ,g
applicant has direct ar indirect ownership of 3% or more. Attach extra page if necessary. n
NAME (a): WAR SSN:
' -and/or- )Fl<'l
Box or Address: FEIN: o
. 3
City: -
State:f [ 1 Zip: - @
m
>
NAME (b): SSN: o
-and/or- 3
Box or Address: . FEIN: -%
City:
State:[ il 1 Zip: “ gl
. o3}
9. If any individuals listed in item #8 (above) are related 1o each other as spouse, parent, child, or sibling (including step or adoptive _g
relationships), provide the following information: (Attach extra page if necessary.) ~y
Name: \\\\‘Q Name: :
Reiationship: Relationship: g
SSN: SSN: S
=]
-and/or- -and/or- o
FEIN: : FEIN:
| <
10. If this facility employs a management conipany, please provide following information: %
Name: \\)\ \‘5\ =2
Box or Address: ®
ity: rm
City Y
State:[ [ 1 Zip: - 3
~ a Fl 0 . - . . - - - -c
11. List the names of any other disclosing entity in which person(s) listed on this application have ownership of other o

Medicare/Medicaid facilities.

NAME (a): NAW Provider #

.Box or Address:

City:

State:[ 1] | Zip: _ -




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply.
Applications will be rejected for any questions left blank. Please print or type. '

NAME (b): Provider #:

Box or Address:

City:
rm
i >
State:[ I ] Zip: - 031
ja
12. List the names and addresses of all other Kentucky Medicaid providers with which your health-service and/or facility engages ina (v
_significant business transaction and/or a series of transactions that during any one (1) fiscal year exceed the lesser of $25,000 or
5% of your total operating expense. (Attach extra page if necessary.) Q‘I
NAME (a): WA 5
N
-
Box or Address: o
City: m
x
. W
State: 1§ ] Zip: . - 3
— ; & 3
NAME (b): o
Box or Address: m
b
@
City: 3
Q.
State:[ il 1 Zip: - )
mm
13. List the name, SSN, and address of any immediate family member who is authorized under Kentucky Law or any other states' é
professional boards to prescribe drugs, medicine, medical devices, or medical equipment in accordance with KRS 205.8477, 3
NAME (a): \&\“ Credential (M.D., etc.): -(DF
Box or Address: DOB:
m
&
City: _ : SSN:
3
. O
State: [ I 1 Zip: - >
. ] rm
NAME (b): : Credentiat (M.D., etc.): g
_ 3
Box or Address: DOB: o
)
City: SSN:
State:[ H 1 Zip: -
-4-




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply.
Applications will be rejected for any questions left blank. Please print or fype.

14,

15.

16.

17.

18.

19.

21

1

22.

List the name of any individuals or organizations having direct or indirect ownership or controliing interest of 5% or more, who
have been convicted of a criminal offense related to the involvement of such persons, or organizations in any program established
under Title XVIII (Medicare), or Title XIX (Medicaid), or Title XX (Social Services Block Grants) of the Social Security Act or
any criminal offense in this state or any other state, since the inception of those programs. (Aulach extra page if necessary.) if

" individual or organization is associated with a K'Y Medicaid provider number{s), please indicate below. (Attach extra page if
necessary.)

NAME (a)Provider Number(s) ) NAME (b)/Provider Numbers(s)

WAR

List the name of any agent and/or managing employee of the disclosing entity who has been convicted of a criminal offense
related to the involvement in any program established under Title XV, XIX, or XX, or XXI of the Social Security Act or any
criminal offense in this state or any other state. (Attach extra page if necessary.} I individual or organization is associated with
a KY Medicaid provider numbei(s), please indicate below. {(Attach extra page if necessary.)

NAME (aYProvider Number{s) NAML (b)/Provider Number(s)

TN

For any previously enrciled Medicaid provider, please list any change in:
Administrator: U\“ Director of Nursing (DON):
Medical Director:

DMS will report all monies paid to you to the IRS. Please indicate which number you use for tax reporting:
(If you are enrolling as an individual and do not own a FEIN, please complete SS5N field only.)
Report DMS payments to my FEIN: L]L]UL]L]L]L_]LM]LM] '
Report DMS payments to my SSN: [\ IS 1BIA]

Where do you want your Medicaid 1099 (annual earnings form) mailed?

Name: ‘B&X\b D ot
Box or Address: \’)—D\) \\J\_O\/\ ™ %3\' .

city: oo (A
st ¥ 1Y 1 zips OO\

(%Q'l.u) \F)-f)) -QDO\Q)Q 20. Contact Person (First and Last Name) < YCAX™NE S Yoo £ s

Telephone # Ext.

If you are a Kentucky Medicaid Group {more than one professional of the same provider type) please attach a listing of all
professionals currently employed in your group. Enclude the provider name, begin date with the group and the individuals
Kentucky Medicaid provider number.

Please attach a copy of your W-9 form if you are a sole owner of a FEIN and want your monies reported to your FEIN,
Please attach a copy of your Social Security Card or notarized statement signed by you attesting to your SSN if you are not a
sole owner of a FEIN. -5

ojdwexy s|dwexy ojdwexy dwex3y ojdwex]y sjdwex3

a)dwex]




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply.
Applications will be rejected for any questions left blank. Please print or type.

455.104 Definitions: ‘ ;

1. Indirect Ownership Interest means an ownership interest in an entity that has an ownership interest in the disclosing entity. This term includes an ownership
interest in any entity that has an indirect ownership interest in the disclosing entity.
2. Other Disclosing Entity Means any other Medicaid disclesing entity and any entity that does not participate in Medicaid, but is required to disclose certain
ownership and controf information because of participation in any of the programs established under title V, XVIH, or XX of the Act. This includes:
{a) Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease facility, rural health clinic, or health maintenance
organization that participales in Medicare (title XVII):

(b) Any Medicare intermediary or carzier; and
(c) Any entity (other than an individual practitioner or group of practitiorers} that fumnishes, or arranges for the fumishings of,
health-related services for which it claims payment under any plan or program established under Title V or Title XX of the Act.

Persan with an Qwnership or Control Interest means a person or corporation that:

(a) Has an ownership interest totaling 5 percent or inere in a disclosing entity;

{b} Has an indirect ownership interest equal to 5 percent or more in a disclosing entity;

{c) Has a combination of direct or indirect ownership interests equal to 5 percent or more in a disclosing entity;

(d) Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured by the disclosing entity il that interest equals at
least 5 percent of the vaiue of the property or assets of the disclosing entity; :

(e} [san officer or director of a disclosing entity that is organized as a corporation; or

() Isa partner in a disclosing entity that is organized as a partnership

4. Subcontractor means: :

(a) An individual, agency, organization to which a disclosing entity has coniracted or delegated some of its management functions or responsibilities of
providing medical care to its patients; or

(b) An individual, agency, or organization willy which a liscal agent has entered into a contract, agreement, purchase order, or-lease (or lease of real property) to
obtain space, supplies, equipment, or services provided under the Medicaid agresment.

L




MAP-811 Individual Rev 01/09 Fiil out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply.

Applications will be rejected for any questions left blank. Please print or type.

SECTION C: TAX STRUCTURE

1. Provider Tax Structure of Applicant: Please check only one (1).

Y. (A) Individual

(B) Sole Proprietor

(C) Partnership

(D) Estate/Trust

(E) Corporation (please attach a list of Officers’ and Board Members’ names or list below),

(F) Public Service Corporation (please attach a list of Officers’ and Board Members’ names or list below).
(G) Government/Non-Profit (please attach a list of Officers’ and Board Members® names or list below),
(H) Limited Liability Company (please attach a list of Officers’ and Board Members® names or list below).

oooooono

2. Iftax structure is (B) Sole Proprietor, give name, d.b.a. {if applicable), address, and telephone number of owner:

R

Name (and d.b.a. if applicable)

Address , City
[ 1 - ( )
State (2-digit) Zip Telephone # Ext.
3. Iftax structure is “C” Partnership, list name, address, and the social security numbers of parthers:
Name

Address SSN
A\ .

Officers’ and Board Members’ Names:

s|dwexy = ajdwex3 ojdwexd ajdwex3 aldwexg a|dwex3
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MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply.
Applications will be rejected for any questions left blank. Please print or type.

WHOEVER KNOWINGLY OR WILLFULLY MAKES, OR CAUSES TO BE MADE, A FALSE STATEMENT OR
REPRESENTATION OF THIS STATEMENT SHALL BE SUBJECT TO PROSECUTION UNDER APPLICABLE
FEDERAL OR STATE LAWS. {42USC 1320A-7B, CRIMINAL PENALTIES FOR ACTS INVOLVING FEDERAL
HEALTH CARE PROGRAMS IS PRINTED ON PAGE 11) FAILURE TO FULLY AND ACCURATELY DISCLOSE THE
INFORMATION REQUESTED SHALL RESULT IN A DENIAL OF A REQUEST TO PARTICIAPTE IN OR
TERMINATION OF THE CURRENT AGREEMENT WITH THE STATE AGENCY, AS REQUIRED BY 42 CFR 455.104
AND KRS CHAPTER 205 AS AMENDED. ' :

Provider Authorized Signature: I certify, under penalty of law, that the information given in this form is correct and complete
to the best of my knowledge. 1 am aware that, should investigation at any time show any falsification, I will be considered for
suspension from the Program and/or for prosecution for Medicaid fraud. 1 certify that I have read and understand the
“Medicaid Rules, Regulation, Policy and 42USC 1320a-7b” (pp. 9-11) to the best of my ability. [ agree to abide by the
Medicaid Program terms and conditions listed in this document, and I hold a license/certification to provide service
corresponding to the information abeve and for which this agreement applies. I hereby authorize the Cabinet for Health and
Family Services, the Kentucky Health Care Partnership to make all necessary verification concerning me and/or my medical
practice/facility, and further authorize each educational institute, medical/license board or organization to provide all
information that may be needed in connection with my application for participation in the Kentucky Medicaid Program. I
also understand that the KAPER-1 (Keatucky Application for Provider Evaluation and Re-evaluation) or CAQH application
is considered a continuatien of my contract with the KY Department for Medicaid Services. I further certify that, if I keep
-medical records on an electronic database, those records are confidential and patient privacy is protected (KRS 205.510).

" Provider Signature: Health Care Partnership Signature:
(BLUE INK ONLY) (BLUE INK ONLY)

)’
Narme (piease print): M BO{/ Name (please print):
Title: Q\Q——“ () : Title:

Date: % =\=\O Date:

Witnessed by (Signature): < ¥ }%Q DA b@u

Regional Transportation Broker Signature: Department for Medicaid Services:
Broker Name: Name:

Broker Signature: Title:

(BLUE INK ONLY) .

Approval Date: ' Date:

NOTE: Please ensure that no questions were left blarnk before submitting application.

PLEASE MAKE A COPY OF COMPLETED PAGES FOR YOUR RECORDS. YOU WILL RECEIVE
A DMS-SIGNED COPY OF THIS PAGE ALONG WITH NOTIFICATION OF YOUR KENTUCKY
MEDICAID PROVIDER NUMBER.

sjdwexy ajdwexy ajdwexy ojdwex3y ojdwex3y ajdwexy
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MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A} for questions that de not apply.
Applications will be rejected for any questions left blank. Please print or type.

MEDICAID RULES, REGULATION, POLICY AND 42USC 1320a-7b

1. Scope of Agreement:

This provider agreement sets forth the rights, responsibilities, terms and conditions governing the provider’s participation in the Kentucky Medicaid
Program, KenPAC, KCHIP and/or Kentucky Health Care Partnership and supplements those terms and conditions imposed by these four {(4) programs.

2. Medical Scrvices to be Provided:

The provider agrees to provide covered services to Medicaid, KenPAC and KCHIP recipients in accordance with all applicable federal and state laws,
regulations, policies and procedures relaling to the provision of medical services according to Title X1X, Tite VI, the approved Waivers for Kentucky and,
for those providers participating in the Parirership, all applicable provisions of the pertinent contract for managed care anc policies and procedures duly
adopted by the governing board of the Partership applicable to provider and recipients of Title XIX services.

3. Assurances:

The Provider:

(M

2

(3)

)
(5

6

7y

(8

-

¢

—

(10

an
{12)

Agrees to maintain such records, including electronic storage media, as are necessary to document the extent of services fumished to KCHIP and Title
XIX recipients for a minimum of five {5) years or as required by state and federal laws, and for such additional time as may be necessary in the event
of an audit exception, quality of carc issue. or other dispute and to furnish the state or federal agencies with any infermation requested regarding
payments claimed for fumnishing services. :

Agrees lo permit representatives of the state and federal government, and, for those providers participating in the Partnership, staff of the Kentucky
Health Care Partnership to have the unrestricted Tight to examine, inspect, copy and audit all records pertaining to the provision of services furnished
to KCHIP and Title XIX recipients. Such examinations, inspections, copying and audits may be made without prior notice to the Provider. This right
shall include the ability to interview facility staff during Lhe course of any inspection, Teview, investigation or audit.

Agrees to comply with the Civil Rights requirements set forth in 45 CFR Darts 80, 84, and 90 and the Americans with Disabilities Act (ADA), 42
USC 12101, Payments shali not be made 1o providers whe discriminate on the basis of race, color, national origin, sex, disability, religion, age or
marital stalus in the provision of services.

Agrecs to cooperate with applicable public health agencies to coordinate appropriate medical care for KCHIP and Title X1X recipients in order to
ensure quality of care and avoid the provision of duplicate or unnecessary medical services. ’

Asstres awareness of the provisions of 42 USC 1320a-7b Teproduced on page 11 of this agreement and of the provisions ol KRS 205.8451 to KRS
205.8483 relating to Medicaid Program Fraud and Abuse, and applicable Kentucky Administrative Regulations as specified in Title 207 relating to the
Kentucky Health Care Partnerships and Provider Agreements. -

Agrees to inform the Cabinet for Health Services, Department for Medicaid Scrvices or the appropriate Partrership.

A, within thitty-Tive (35) days of any change in the fellowing:
1. name;
2. ownership;
3. address; and,

B. within five (5} days of information conceming the following:
1. change in licensure/certification;
2 regulation status;
3. disciptinary action by the appropriate professional association; and,
4. criminal charges

Agrees 1o the following:

A. To assume responsibility for appropriate, accurate, and timely submission of claims and encounter dala whether submitted dizectly by the
provider or by an agent;

B.  To use EMC submittal procedures and record tayouts as defined by the Cabinet if submitting electronic claims.

C. That the provider's signature on this agreement constitutes compliance with the following:  the transmitted information is true, accurate and
camplete and any subsequent correction which alters the information contained therein will be transmitted promptly;

D. Payment and satisfaction of claims will be from federal and state funds and that any faise claims, statements, or documents or concgalment of
falsification of a materiat fact, may be prosecuted under applicable federal and state law.

Agrees to participale in the quality assurance programs ol the partnership and the Departiment for Medicaid Services and understands that the data will

be used for analysis of medical services provided to assure quality of care according to professional standards.

A contract for the sale or change of ownership participating in the Medicaid Program shall specify whether the buyer or seller is responsible for the

amounts owed to the department by the provider, regardless of whether the amounts have been identified at the time of sale. In the absence ol such

specification in the contract for the sale or change of ownership, the owners or the partners at the time the departiment paid the erreneous payments

have the.responsibility for liabilities arising from those payments, regardless of when identified.

Agrees 1o notify the Department for Medicaid Services and/or the Partnership in writing of having filed for protection from credilors under the

Bankruptey cade within five (5) days of having filed a petition with the court. Netitication shail incude the number assigned the case by the court.

and the identity ol the court in which the petition was [iled.

Agrees to return any overpayment made by the Department for Medicaid Services and/or Partnership resulting from agency error in calculation of

amount or review of submitted claims.

Agrees to comply with employee education for false claims recovery delicit reduction act (DRA) of 2003, Section 6032. More information can be

found at hitp://chfs.ky. sov/dms/provider.htm. 9




MAP-811 Individual Rev' 01/09 Fill out alf Applicable Sections. Write Not Applicable (N/A) for questions that do not apply.

Applications will be rejfected for any questions left blank. Please print or type.

4, ITEM # 4 APPLIES ONLY TO LONG TERM CARE FACILITES (NF, ICF/MR or Mental Hospitat), AND HOME COMMUNITY BASED Waiver SERVICES (HCB,
SCL, Model Waiver 11, Acquived Brain Injury, ete,)

As a result of the Medicare Calastrophic Coverape Act of 1988, cach facility providing long tenm care services agrees to advise all new admissions of resource assessments to assist
with financiat planning performed by the Department for Community Based Services through a contractual arvangement with the Department for Medicaid Services. This
requirement 1s a Conditien of Participation in the Kentucky Medieaid Prograin, in accordance with 907 KAR 1:672 and is effective with new adnissions on and after September 30,
1989,

Each nursing facility agrees to comply with the preadmission screening and resident review requirement specified in Section 1919 of the Sacial Sceurity Act, cffective with regard fo
admissions and resident stays occurring on or alter January f, 1989. ’

LR Payment:

In consideration for the provision of approved Title XX services rendered to Medicaid recipients and Title XXI services rendered to KCHIP recipients and subject to the availahility

of federal and state funds:

(1) The Cabinet for Health Services, Department for Medicaid Services agrees to reimburse the provider according to cwrrent applicable federal and state laws. rules and
regrulations and policies of the Cabinet for Health Services for providers participating as direct Medicaid payment providers. Payment shali be made only upon receipt of
appropriate bitlings and seports as prescribed by the Cabinet for Health and Family Services, Departinent for Medicaid Services.

{2)  The Partnership agrecs to reimburse the provider according te the provisions of the Pannership agreement with the provider. Payments shall be made only upon receipt of
appropriate encounter data, claims and reports as prescribed by the Partnership governing beard.

{3) Inaccordance with 42 CRF 447,13, if the department makes payment for a covered service and the provider accepls (his payment in accordance wilh the depariment’s fee
structure, the amounts paid shall be considered payment i full; a Lill for the same service shall not be tendered to the recipient. and a paymment for the same service shall not be
tendered to the recipient, and a payment for the same service shall not be accepted from the recipient. A provider may nat bill a Medicaid recipient for a bill that was denicd
due to incarrect billing, A provider may bill a Medicaid recipient under the following condirions:

a. Service not covered by Kentucky Medicaid, and member was previously informed of the non-covered service.
b. Provider is not earplled in Kentucky Medicaid.
6. Provider Certification:

(1) [f'the provider is required to participate or hold certification under Title XVIII of the Social Securily Act lo provide Title XIX services, the provider assures such participation
. or certification is current and active.

(2)  Uf the Provider is a specialty hospital providing psychiatric services to persons age twenty-one (21) and under. the Provider shall be approved by the Joint Commission on
Hospitals or the Council on Accreditation of Services for Families and Children or any other acerediting body with comparable standards that are recognized by the state. in
the event that the Provider is a general hospnal, the Provider shall be centified for participation under Title XV of the Social Security Act or the Joint Commission on the
Accreditation of Health Care Organizations.

(3) Home Care Waiver Services agrees to comply with the conditions for participation ‘established wn 907 KAR 1:070. All staff shali meet all traming requirements prior to
providing setvices.

(4)  Personal Care Assistance Programs agree to comply with the conditions for participation established in 907 KAR 1:090. All staff shall meet all training requirements prior to
providing serviccs.

7. Labbying Certification:
The provider ceriitics that to the best of one’s knowledse and belief, that during the preceding contract period, i any, and during the term of this agrecment;

(1) Mo federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned. to any person for influence or attempting Lo influence an officer or employee
of any agency, a Member of Congress, m officer or employee or Congress, or an employce of @ Member of Congress in conneciien with the awarding of any federal contract,
the making of any lederal grant, the making of any federal loan, the entering into of any cooperative agreetnent, and the extension. continuation, renewal, amendment, or
modification of any federal contract, grant, loan, or cooperative agreement.

(2)  if any funds other than federal appropriated funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency,
a Member of Congress, or an employee of a Member of Congress in connection with this federal contract, grant, lean or cooperative agreement, the undemgned shall complete
and submit Standard Form-LLL “Disclosuwe Form to Report Lobbying' in accordance with its instructions, -

(3)  The undessigned shall require that the language of this certification be included in the award documents for all sub-awards at all tiers (including subcontracts, subgrants, and
contracts under grants, loans, and cooperative agreements) and that all sub-vecipients shall certify and disciose accordingly.

(4) This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into, submission of this certification is a
prerequisite for making or entering into this transaction imposed under Section 1352 Title 31. US code. Any person who fails to file the required certification shall be subject
1o a ¢ivil penalty of not less than $10,000 and not more thar $100,000 for such failure.

3. Termination

(1) The Department for Medicaid Services and/or partnership or provider shall have the right to terminate this agreement for any reason with up to thirty (30) days written notice
served upon the other ])al‘ry by registered mait with retom receipt requested.  The Partnership andfor Department for Medicaid Services may lerminate this agreement
imediately for cause, or in accordance with state or federal laws, upon written notice served upon the Provider by registesed mail wnh retusn receipt requested.

2y 1f Medicare or Medicaid terminates the prowdm the Partnership shall also terminate the provider from participation.

(3} * If there is a change of ownership of nursing facility, the Cabinet for Health and Family Services agrees 10 aulomatically assign this agreement 1o the new owner accordmb to 42
CFR 442,14,

(4)  Failure of a provider to comply with the tenns ol 1his agreement may result in the initiation of the following sanctions:

. Freezing member enroliment with the provider.

. Withholding all or part of the provider’s monthly management fee.

. Making a referral to the Division of Fraud, Waste, & Abuse/ldentification and Prevention in the Office of Inspector General for investigation of potential fiaud or -
quality of care issues.

. Terminating the provider from the KenPAC program.

The Department will allow the provider two weeks to cure any vielation that could result in the sanctioning of the provider 1¥the provider does not or refuses to cure the violation, the
Cepartment will proceed with action o inpese sanctions on the provider, | sanctions are applicd against the provider. the action will be reported to the appropriate professional boards and/or
agencics. One or more of the above sanctions may be inftiated simultaneously at the discretion ol the Depariment based on (he severily of the contraction violation. The Conmissioner makes the
determination 10 initiate sanctions against a provider. The provider will be notified of the initiation of a sanction by certified mait.

-10 -




MAP-811 Individual Rev 01/09 Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply,

Applications will be rejected for any questions left blank. Please print or type.
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42USC Scction 1320a-7h, Criminal Penalties for Acts Involving Federxl Health Care Programs

Making or causing 1o be made [alse sialements or represeniations
Whoever-

knowing;
ol this section).

at any tire knowingly and willfully makes or causes to be made anw False statement or representation of a material fact for use in determining rights to such benefil or payment.

having knowledge of Lhe occurrence of any event affecting (A) his initial or continued right to any such benefit or pavment, or {B) the intial or continued right 1o any such benefit or payment of any other individual in
whose behalf he has applied for or is receiving such bencfit or paymenl, conceals or fails 1o disclose such event with an intem fraudulently to secore such benefit or pavivent either in 2 greater amount or quantity than is
due or wher ne such benefit or payment is authorized.

having made application Lo receive any such benefil or pavment for the use and benefit of another and having received it. knowinglhy and willlully converts such benefit or payment or any part thereof to a use other than

for the use and benelit of such other persen,
presents or causes to be presented a cladm for a phsician’s service for which payment may be made under a Federal health care program and knows that the individual whe fumished the service wes 1oz a licensed

- and willlully makes or causes Lo be made any [alse staterment or represetnation of a material fact in any application for any benefil or pavrent under a Federal heaith care program {as defined in subsection (1)

plsician. or
knowingly and willfully disposed of assets (including by any transfer in rust) in order for an individual to become eligible for medical assistance under a State plan under subchapter XIX of this chapter. il disposing ol the

assels in the imposilion of a period of ineligibility lor such assistance under section 1396p€0 of this ntle. shalk (i) i the case of such a siatement. represemation. concenbment. failure. or conversion by any person in
connection with the furnishing (by that person} ofitems or services for which the payment is or may be made under the program, be guitt: of 2 felony and upon consiction thereof fined not more than $23.000 or
imprisoned for not move than five years or both, or.(ii} i1 the case of such a stalement , representation. concealmenl, failure, or conversion by anv other person, be guitty of a misdemeanor and upon convictien thercol
fined not more than $10,000 or imprisoned for not mors than one vear. or both. Iz addition, inany case whese an individuat who is otherwise eligible for assistance under a Federal health care program is convicted ol an
oftense under the preceding provisions of this subseclion, the administrator of such program may at its option {notwithstanding any other provisian of such program) limit. resirict. or suspend the eligibili of that
individua? for such pericds (nol exceeding one vear} as it deems appropriate: but the imposition of 2 limilation. resiriction, or suspension with respeet (o the eligibiity of any mdrvidual under this senence shall not afTect
the cligibifity ol anv other person for assistance under the plan, regardless of the relationship between the individual and such other person.

Hlegal remuneralions

whoever knowingly and willfully solicils or receives any remuneration (including any kickback. bribe. or rebate) directly or indirectly. evertly or covently. in cash or in kind

in return for referring an individual to a person for the fumishing or arranging for the fumishing of any ilem or service for which pmment may be made in whole or in part under a Federal health care program. or

W return for purchasing. leasing. ordesing. or arranging for or recommiending purchasing. leasing. or ordering anv good. facility. service. or item for which payment may be made in whole or in pari under a Federal healih
care prograny, shall be guilly of a felony and upon conviction thereol. shail be fined not more than $25,000 or imprisaned for et more than five vears. or both.

whoever knowinghy and willfulty oflers or pavs any remuneration {including kickback. bribe, or rebate} directly or indirectly. overtiy or coverty. in cash or in Kind to any person 1o induce such person-

1o refer an individual 1o o persen for the furnishing or arranging for the frmishing ol any item or service for which payment may be made in whole or m part under a Federal health care program, or

1o purchase, lense. order. or arrange lor or recammend purchasing, leasing. or ordering any pood. Facilitv. s 2. or item Tor which pasment may be made in wholg or in part under a Federal health care program, shail
be suiltv of a lelomns and upen conviction thereol, shall be fined ot moere than §25.000 or imprisoned far not more than five years. or both

Paragraphs {1} and {2) shall not apply to-

a discount or other reduciion in price obtained by a provider of services or other entity under & Federat health care program il the reduction in price is properhy disclosed and appropniately reflected in the costs clunmed or
charges made by the provader or entity under a Federal health care program:

any amount paid by an @mplover (who has a bena fide emplovment refationship wilh such employer) for employment in the provision of covered items or services:

any amount paid by a vendor ol goods or services lo a person authorized lo act as a purchasing agent lor a group ol individuals or entities who are Rumishing services reimbursed under a Federal healtl: care program if
(i) the person has a wrilten contract, with each such individual or entitv. which specifies the amount 1o be paid ihe persen, which amount may be a fixed amount or a lixed percentage of the value of the purchases made ‘
by each such individual or emtity under the contract, and ‘

in the case of an entity that is a provider of services (as defined in section 1395x(u) of this title). the persen discloses {in such form and maoner as the Seerelary requires} 1o the entity and, upon request, to the
Secretany the amounl received (fom each such vendor with respect 10 purchases made by of on behalf of the entin:
2 waiver of any coinsurance under part B ol subchapter XVIII of this chapter by a Federallv qualified health care center with respect 1o an individual who qualifies lor subsidized services under a pravision of the Public
Vealih Service Act {42 U.S.C.A. section 201 et seq.}:
amy payment practice specilied by 1he Secretary in regulatians pronmilgated pursuant 1o section 14(0) of the Medicare and Medicaid patient and Program Protecnion At of 1987: and
any remuneration belween an organtntion and an entity providing items or services. or a combination thereol. pursuam o & writlen agreement belween the organization and the individual or enlity
an eligible organization under sceetion 1395mm of this title or il the writlen agreement. through a risk-sharing arrangement, places the individual or entity at substantial financial risk for the cost or wtil
or services, or a combination thereof, which (he indivi or enlilv is obligated (o provide
False statements or representations with respecl to condition or operalion ol institutions
Whoever knowingly and willfully snakes or causes 1o be made. or induces or seeks to induce the niaking of. anyv false slatement or representation of 2 material fact with respect te the cenditions or operation ol any

il'the organization is
ization ol the ilens

. ilermediale

instiution facility. or enlity in order (hat such institution, Bcility, or entity may qualilfi (either upon initial certification or upon rectilication) as a hospital, rura! primary care hospital, skilled nursing facil

care fcility for the mentally retarded, home healih agency, or other entity {including 1 eligible organization under section 1393mn(k) of this title) for which certification is required under subchapter X V113 of {his chapter
of a S1ate health care program {as defined in section 1320a-7(h) of this title), oc with respeet 0 nformation required 10 be provided under-section 1320-a-3a of this titke. shall be guiliy of"a Felony and upen conviction

thereo! shall be Tined not more than $25.000 o inyprisoned for not more than five years. or both.

1legal patient admitlance and retention praclices

Whoever knowingh- and willfully-

charges, for any service provided 1o 2 patient under a Siate plan approved under subchapter XIX of this chapler. money or other consideration a1 a rale in excess ol the rates established by the Siate, or

charges, solicils, accepts, or receives, in addition to any amount olherwise required (¢ be paid under a Stale plan approved under subchapter XIX of (his chapter, any gill. morcy, denation, or other consideration (other
than a charitable, religious, or philanthropic contribution from an crganization or [rom a persen unrelated to the patient)-

as a precondition of admitting a patient 1o a hespital, nursing fcility, or ntermediate care facility [or the mentally rerarded, or

s a requirement for the patient’s conlinued stay in such a facility, when the cost of the services provided therein 1o the patient is paid for (i whole or in pant} under the State plan, shall be guilty ol a felony and upan
comviction thereol shall be fined not more than $25,000 or imprisoned for not more than five vears. or both.

Violation ol assignment terms

Whoever accepis assignments described in section 1395u{b)(3)(B)(11) of this litle or aprees 10 be a participating phystcian or supplier under section 1325uh)(1) of this titlke and knawingly, willfully, and repeatediy
viclates the terim of such assignments or agreement. shall be guilly of a misdemeanor and upon conviclion thereol shall be fined not more han $2.000 or imprisoned [or not more Lthan six nenths, or both.
“TFederal health care program’™ delined :
For purposes of this section, the lerm “Federal health care program™ means-
any plan or prograni thal provides health benefits. whether directly, through insurance. or otherwise. which is funded directly, in whole or in part, by the Uniles States Govemmen (other than the health insurance pragram
under chapler 89 of Title 3); or .
any State health eare program as delined in section 1320a-7¢h) of this tithe.
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CAQH AUTOMATICALLY APPLIES MIXED-CASE FORMATTING,

INCORRECT g / .

coRRECTNUMBERS AR C 12 3 CORRECT ' COMMON ABBREVIATIONS, AND ZIP GODE MATCHING. PLEASE
AND LETTERS : MARK MARKS MAKE CORRECTIONS ONLINE OR GALL THE HELP DESK.
Instructions Tips to awaid processing delays

Read all instructions
carefuily prior to
submitting your
application.

1. Complete only this application and its supplemental forms. Do not use another provider's application.

2. Use a blue or black ink ball-point pen only. Do not use a pencil or a felt-tip pen.

3. Print legibly and inside the boxes provided based upon the examples given above.

4. Do not enter more than 1 character per bax. If necessary, write outside the provided spaces.

5. Complete all seclions that are applicable to you.

6. Some fields use "codes” to help you easily report information (e.g., schools, languages). Code lists are found on pages 36 - 43.

NOTE: Fields with asterisks (*} indicate that a response is required. All other fields will be considered not applicable if left blank.

1
Informat essional IDs %
; Code list is found on page 36, Enter the u DO YOU PRACTICE EXCLUSIVELY WITHIN THE INPATIENT SETTING?* -D
Provider Type associated 3-digit code in the space YES X NO  (E.G. PATHOLOGISTS, ANESTHESIOLOGISTS, ER PHYSICIANS, NURSE e
provided.” A PRACTITIONER, RADIOLOGISTS, PHYSICIAN ASSISTANT, ETC.) [
Name R
Do not use nicknames DQ e ) Q-I
or initials, unless they LAST NAME* SUFFIX [J&, ) I3
are part of your legal N oy
name. 5 3‘& \A E 'g
FIRST NAME* ) MIDDLE NAME o
HAVE YOU EVER USED ANOTHER NAME?" " YES ¥ NO IF YES, PLEASE LIST ALL OTHER NAMES USED AND THEIR DATES OF USE BELOW.
[ER
>
OTHER LAST NAME SUFFI% (R, 1%) 3 :
OTHER FIRST NAME OTHER MIDDLE NAME
m
>
DATE STARTED USING OTHER NAME DATE STCPPED USING OTHER NAME 033
General _ , _ ©
Information | cevoer  wae K rewae oeorerT O\ O\ \ AN & i
Only enter a Foreign T o
Nationat Identification rm
Number if you dc not >
have a SSN. Do not i 3 : a
enter Mational Provider CITYOF BIRTH STATE OF COUNTRY OF 3
Identification (NP} BIRTH BIRTH -
Number here. n"ﬁ"
ssi .\ ") ',‘5 N % :
Code lists are found on \ Resne i L\% U ’\ . C\ S : : :
pages 36-43. Enter the FOREIGN NATIONAL IDENTIFICATION NUMBER (FNIN) FNIN COUNTRY OF ISSUE m
associated 3-digit code - >
in the space provided. ENTER ALL NON-ENGLISH oy
LANGUAGE CODE LANGUAGE GODE LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE s
..... 4]
Home Address
NUMBER STREET APT NUMBER ;l'k
. . . - x
oy STATE zPcoDE )
' €1
TELERHONE
NOTE: CAQH will use
this method for E-MAIL
application follow-up.
FAX TR Lo Lo PREFERRED METHOD OF CONTACT* CEMAL FAX
+ REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
KAPER-1 (04/2009) Page b g app.vs0
Reprinted on 10/31/06
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* REQUIRED RESPONSE, NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-LP.

‘Professional IDs. (Continued) =~

Section
Professional
IDs

Include all state
kcenses, DEA
Registration and State
Controlled Dangerous

FEDERAL DEA NUMBER

DEA STATE OF REGISTRATION

DEA ISSUE DATE

DEA EXPIRATION DATE

Substance (CDS)
certification numbers.

Provide all current and
previous licenses/
certifications.

CDS GERFIFICATE NUMBER

CDS STATE OF REGISTRATION

-CDS ISSUE DATE

CDS EXPIRATION DATE

Nor-licensed
professionals should
enter cerlification!
registration number in
the space provided for’
license numnber.

If you have additional
Professional 1Ds to
report, use the
Professional IDs
Supplemental Form on

00DODP

STATE LICENSE NUMBER

oVo\ Yoo g

LICENSE ISSGE DATE

Y

LICENSE ISSUING STATE

page 18,

IF THIS IS A STATE LICENSE, ARE YOU YES N " B
CURRENTLY PRACTICING IN THIS STATE? X o \ s ’% \ - 10V 0O
LIGENSE EXPIRATION DATE
Code list is found on page 36; Code list is found on page 36;
use license status codes. Enter use provider type codes. Enter
. 3-digit code in space provided. 3-digit code in space provided.
LICENSE STATUS CODE LICENSE TYPE
STATE LIGENSE NUMBER LICENSE ISSUING STATE LICENSE ISSUE DATE
IF THIS IS A STATE LICENSE, ARE YOU YES NO

CURRENTLY PRACTICING IN THIS STATE?

Code list is found on page 386;
use license status codes. Enter
3-digit code in space provided.

LICENSE STATUS CCDE

LIGENSE TYPE

LICENSE EXPIRATION DATE
Cade list is found on page 36;

use provider type codes, Enter
3-digit code in space provided.

Other ID
Numbers

If you have additional
Profeéssional IDs o
report, use the
Professional IDs
Supplemental Form en
page 19,

ARE YOU A PART-
ICIPATING MEDICARE
PROVIDER?*

\\[ YES
: YES j\Af NO

MEDICARE NUMBER '
ARE YOU A PART-

ICIPATING MEDICAID .
PROVIDER?* ;

NATIONAL PROVIGER IDENTIFECATION (NFI) NUMBER

WORKERS COMPENSATION NUMBER

A N

Mepicaip NumBer

UPIN

"MEDICAID STATE

USMLE NUMBER (WITHOUT HYPHENS]

L

0

ECFMG NUMEER (NON-U,5 /CANADIAN GRADUATE ONLY)

3077

ECFMG CERTIFICATE ISSUE DATE (NON-U,SJCANADIAN GRADUATE ONLY)

_

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

KAPER-1 (04/2009)

Page 2 s .App.v.50
Reprinted on 10/31/06
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1" Education and Training

Undergraduate
School(s)

Provide the appropriate
information for the
school that issued your
undergraduate degree
and alf schools
attended.

Professional
School(s)

Provide the appropriate
information for the
schoal that issued your
professional degree.

Fifth Pathway Graduates
please complete the
following sections: U.S.

UNDERGRADUATE SCHOOL.
.O;FICIAII. N»;\ME aF UNDERGRADLJ‘AT.E.S.CHIO.(;L o

ADDRESS

CITY

COUNTRY CODE TELEPHONE

START DATE END DATE {GRADUATIGN DATE)

Di0 YOU COMPLETE YCOUR -
UNDERGRADUATE EDUCATION (YES NO
AT THIS SCHOOL? .

ZIPIPOSTAL CCDE

FAX

DEGREE AWARDED

School that issued your
cerificate, the Non-U.S.
School where you
attended, and the Fifth
Pathway institution
where you completed

GRADUATE TYPE*:

X U.5. OR CANADIAN GRADUATE

NON-U.S.ICANADIAN GRADUATE

FIFTH PATHWAY GRADUATE

your lraining on
Supplemental Page 20.

Code lists are fourd on
pages 36-43. Enter the
associated 3-digit code
in the space provided.

If you have additional
Undergraduate or
Professional Schools to
report, use the
Education Suppiemental

U.S. OR CANADIAN SCHOOL

NAME OF U.5./
CANADIAN SCHOOL:

SCHOOL CODE {U.5./
CANADIAN ONLY)

START DATE* END DATE {GRADUATION DATE)"

. DID YOU EOMPLETE YOUR

GRADUATE EDUCATION AT THIS : YES NO
SCHOOL? :

DEGREE AWARDED

Form on page 20.

L

KAPER-1 (04/2009)

NON - U.S. OR CANADIAN SCHOOL

OFFICIAL NAME OF NON-U.S. PROFESSIONAL SCHOOL

ADDRESS

cITy COUNTRY CODE

START DATE* END DATE (GRADUATION DATE)

DID YOU COMPLETE YOUR .
GRADUATE EDUCATION AT THIS YES NO
SCHOOL? L

3078

POSTAL CODE

DEGREE AWARDED

* REQUIRED RESPONSE. NO RESPCONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

_

Page 3 s App. v5.0
Reprinted on 10/31/06

o|dwexy o|dwex3z ajdwex3y odwex3y 2jdwexy ojdwexy

9|dwex3




| * REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section2 | Education and Training (Continugd)

Training

List all training
programs you
attended. Use one
section’ per institution.

i you have additional
post-graduate lraining
programs, use the
Supplemental Training
Form on page 21.

Please explain on the
Supplemental
Professional / Work
History Gap Form on
page 33 any training
gap(s) of three (3}
months or greater, or
any gap(s) of a shorter
duration if required by
the organization for
which you are being
credentizled.

Code lists are found on
pages 36-43. Enter the
associated 3-digit code
in the space provided.

STREET

NUMBER

L=1n ¢

COUNTRY CODE TELEPHONE

DID YOU COMPLETE THIS TRAINING PROGRAM AT THIS YES NO

INSTITUTION?

{IF NCT, PLEASE USE THE SPACE BELOW TG EXPLAIN.}

STATE

ZIPIPOSTAL CODE

FAX

SCHOOL CODE (E.G.,
AFFILIATED MEDICAL
SCHOOL)

SUITE/2UILDING

List each

department
separately, if

applicable.

List
Internship/
Residency,
Fellowship
and Other
programs
separately.

START DATE
DEPARTMENT/SPECIALTY (DO NOT ABBREVIATE)

NAME OF HRECTOR

3080

INTERNSHIP! :
e FELLOWSHIP | OTHER
START DATE END DATE
DEPARTMENT/SPECIALTY (DO NOT ABBREVIATE}
NAME OF DIRECTOR
INTERNSHIP!
RESIDENCY FELLOWSHIP OTHER
START DATE END DATE
DEPARTMENT/SPECIALTY (DO NOT ABBREVIATE}
NAME OF DIRECTOR
. INTERNSHIP/ e
ELLOWS .
_RESIDENCY F HIP | OTHER

END DATE

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section: Pr 'fess:ona! 1 Medlcal Spe alty Infi
Primar INITIAL o S " * DO YOU WISH TO
. y zZ?E'ALTY . . CERTIFICATION = R © BELISYEDIN HMO YES . NO
Specialty bl DATE SO PR S A THE DIRECTORY
UNBER THIS i
BOARD : o RECERTIFICATION : : ST R T SPECIALTY? . E b4
Code tists are found on CERTIFIED? - YES - (MO DATE - ¢ : : : PPO YES NO [al]
pages 36-43. Enter the . (IF APPLICABLE} : 3
associated 3-digit code e . )
. CERTIFYING . : e
i . . EXPIRATION DATE | =
in the space provided. BOARD : U APPLICABLE) ) L i POS YES NG o
CODE . e e e
IF NOT " 1HAVE TAKEN "1 INTEND TO SIT FOR AN :
BOARD EXAN. RESULTS g 1 DO NOT INTEND TC TAKE m
CERTIFIED  RENDING FOR o A CERTIFYING BOARD EXAM. e
(SELECT o
ONE) 3
CERTIFYING BGARD CODE E
IF YOU INDICATED THAT YOU DID NOT INTEND TQ TAKE A CERTIFYING BOARD EXAM, PLEASE USE THE
FOLLOWING SPACE TQ EXPLAIN, OTHERWISE LEAVE THE SPACE BLANK. -
. . )
Rl
ke
9]
M
INITIAL . L : DO YOU WISK TO
SECondary iPUTJCEIALTY ’ CERTIFICATION : : . . . o . . BE LISTED IN HMC YES NO 3
Specialty DATE B : 2 THE DIRECTORY
UNDER THIS o
RECERTIFICATION : : . SPECIALTY? . P
80ARD .
Code lists are found enf  cerTIFIED? YES NO DATE - . - PPG - - YES NC ®
pages 36-43. Enter the (I APFLICABLE) :
associated 3-digit code CERTIFYING : . EXPIRATION DATE n : g m
in the space provided. BOARD ‘ ) : (IF APPLICABLE) Lol o L : POS YES . NC [
. GODE : B s : : o
if you have additional ¢ NOT v | HAVE TAKEN - R 3
Professional / Medical ! : : ;1 INTEND TO SIT FOR AN "1 DO NOT INTEND TC TAKE
83l BOARD | EXAM, RESULTS EXAM ON A CERTIFYING BOARD EXAM o
Specialties to report, CERTIFIED PENDING FOR o : —
use the Additional (SELECT E 0
Specialties ONE)
Supplemental Form on
page 22. CERTIFYING BOARD CODE Q"
IF YOU INDICATED THAT YOU DID NOT INTEND TO TAKE A CERTIFYING BOARD £XAM, PLEASE USE THE Q
FOLLOWING SPAGE T EXPLAIN, OTHERWISE LEAVE THE SPACE BLANK. 3
Q
(e¥)
........ m
>
et}
=]
m

| | 3081 _

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING CELAYS AND REQUIRE FOLLOW-UP.
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* REQUIREDR RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW UP

Section'’3. - | -Protessional on (Continued)
Certifications Do you hold the foliowing certifications? If yes, provide expiration dates.
EXPIRATION DATE . EXPIRATION DATE m
e T R S = : : ADV LIFE - E >
BASIC LIFE 3X,ves : NO SUPPORT IN YES NO jab]
SUPPGRTT . I\ el oB?* : 3
i R Tl T ADV TRAUMA S ]
CPR?* X YES - INO . : : LIFE X YES NO o
- SUPPORT?* .
T aov e PEDIATRIC :
CARDIAC \K YES ‘NO ADVANCED X YES NO xal
LIFESPT?* A D S S SN S SOOI U LIFE SPT?* : >
s}
NEONATAL x : R 3
ADVANCED Y "YES [ im0
LiFE §PT7* [ el
rD .
Practice :
Mm
Inferests x
Provide additional ot
areas of professional 3 :
practice interest, ©
activities, procedures, o
diagnoses or
populations.
T
>
Q)
=2
4]
|
m |
) |
m i
=
[gs]
rm
>
Pri o
remary : : : L e 3
T - H B N L~ K
Credentialing .T WG \L_C Q T
Contact LAST NARE o
QQQ{ - :
CHECK HERE TO | R 1 i m
USE THE OFFICE FIRST NAME M. )
MANAGER ANG e A o . o)
ADDRESS OF THE ; : : .
PRIMARY PRACTICE \ J)—- ')_‘) . : BU\} : : %—Y . 3
LOGATION AS THE : S i AR . P =
CREDENTIALING NUMBER STREET SUITE/BUILDING [
INFORMATION, : : : ) K R D
CRANN REO Y . wY Houol
: cITY STATE ZIP CORE
NOTE: P T P . :
SO0LVALAR/NO0OD Sor VKB v ol
Even if you checked TELEPHONE FAX
lhe boxes above‘ R T T o S o T S R i
please provide the \__ 0 Q_ \ . '_r LA C \}_ 6 R @ \l & \.\ 0 0 - CO \A
e-mail address, if
available. E-MAIL ADDRESS

3082
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section 4 it Practlc Loc tton lnformatlon £ H : o
7Pr|mary NOTE IF- Y()U ]NDICATEﬁ THAT ¥OU PRACTICE EXCLUSIVELY WITHIN THE INPATIENT SETTING ON: PAGE 1, YOU ARE ONLY REQUIRED TO COMPLETE THE
ING CONTACT QUESTION ABO\IE SECT MA LEFT BLANK YOU MAY PROCEED TO SECTlON 5 ON PAGE 11 e :
Practice
; CURRENTLY e - PREVIOUS o . IR
Location PRACTICING AT \i YES NO OR FUTURE A i : :
THIS ADDRESST } START DATE?
If you have Hddlﬁ()na; ) ; e : o e R G PR T SRR I
practesiocations. e | 3N C O UM TN A&&LTH DEPRRTMWENT
the ST’PP’eme'?‘a' PHYSICIAN GROUP { PRAGTICE NAME TO APPEAR IN HREGTORY (DO NOT ABEREVIATE)*
Practice Location
Informatien Form on m
pages 25-29. >
GROUP / CORPORATE NAME AS IT APPEARS ON W-9, IF DIFFERENT FROM ABOVE {DO NOT ABBREVIATE) g
NOTE: "General ' Lol g AL e 3
Correspondence” refers \ » ')3 . - B\ u \l ) g T - ) : ) ) o
to any correspondence NUMBER* STREET* SUITE/BUILDING
that might be sent to the _ . . o .
provider that does nol ? ? (')_ :
solely relate to creden- Q\ & \J\ V’ 0 T : \Z_,\} l_\ O U’ 0 \ ;l'l
tiafling or billing crry : STATE ZIP CODE %
information. SEND GENERAL |
CORRESPON- ' YES NO \
TP Y - DENCE HERE?* \l (5 o \ ’)"")D %0\0 O 6 O \ ’)-")_) %q O g=1
our individual Tax TELEPHONE* o
\D is assumed to be o |
your Primary Tax ID . ) . |
unless you specify B\ \\s \1 C) \D L)\ \)ﬁ T v @ \{ B\ “ O Q C/O M : ’ m
otherwise to the right. OFFICE E:MAIL ADDRESS >
?:;“’:‘;RY ﬁ:llgnwmum %:\sg ﬁ)ﬂoup %
': .. {ONE ONLY" 3
INDIVIDUAL TAX ID ’ ’ GROUP TAX 1D ~
Office Manager _
or Business S TR m
Office Staff LAST NAME® %<J
Contact ;5 o \3 % -Y 3
List each contact EIRST NAMET T N SRS : ! R s i e e e e P G -2
separately. You may 4]
use the check boxes : Q‘)
below for convenience. ‘S O ’)* \‘ l ')3 % O\ Q O % Q) r)" \ b /;) ‘3\, O \
Do not write TELEPHONE* FAX g<.|
instructions like "see o)
above”. These ) : 3
respanses will be E-MAIL ADDRESS 5
rejected and will =
require follow-up. ™
Billing Contact m
SN\ TR L x
LAST NAME®
CHECK HERE TO =
b ot AL T S | | =1
OFFICE ADDRESS - FIRST NAME® - : . o . . D
AS BILLING :
INFORMATION \ ,_J:) ‘\3 \‘ . g_" I . . E .
A - (l S\ : g £
e it - L R surCBU e é
NOTE: Q_Qu\d\LFO.D\T R o WY Wouwol 3
cITY STATE" ZIP CODE* -
; ]
Even if you checked s . . . PR . .
the box above, please Q) /)3 % \
pravide the %0 f')_. \ ’)~ ’b O\‘® O 60’ r)*' \ ’)"' . . O\ O
E-mail Address of the | FELEPHONE FAX
Billing Contact. T e : s . . . . . 7 E »
e = | JONET. SWMWAVTHE NN WO O . Cow
: E-MAIL ADDRESS

I_ _ 3083
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* REQUIRED RESPCONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

I ‘Practice Location Inf

ation {Continued) -

Payment and
Remittance

YOUR “CHECK PAYAEBLE TO™
INFORMATION SHOULD BE
CONSISTENT WITH YOUR
W-3,

GHECK HERE TO

ELECTRONIC
BILLING
CAPABILITIES?*

YES x NO

BILLING DEPARTMENT {IF HOSPITAL-BASED)

Dae

USE OFFICE
MANAGER AND
OFFICE ADPRESS LAST NAME'
AS PAYEE AB B
INFORMAYION : \\\ E
FIRST NAME® o W.l.
VR Ay ST
NUMBER* STREET* SUITE/BUILDING
NOTE: C RN WVWEORTY Y wouwo
Even if you checked crre 7 - STATE* ZIP CODE*
ihe box above, please . by %: ‘ o~ e ]
provide the SO0%X VLD BA00 0% VLB ZF o)
E-mail Address of the TEI o~ . FAX
Payee Contact L )
JOUEY . SMATRE@YAR0 0. Cowy
E-MAIL ADDRESS
Office Hours {USE HHMM FORMAT AND ROUND TO TIIEC NCARCST HALF-HOUR)
A=AM ASAM A=AM A=AM
START porm END A START i END e
MONDAY FRIDAY
TUESDAY SATURDAY
WEDNESDAY SUNDAY
NOTE:
After hours back office THURSDAY
telephone will be used
only by the health ptan | 247 PHONE COVERAGE?  IF YES
and will not be o o “- VOIGE MAEL WITH » 77 VOICE MAIL
published under any \L YES: L NO : $ P INSTRUCGTIONS TO CALL | WITH OTHER

circumstances.

ANSWERING SERVICE . INSTRUCTIONS

Open Practice
Status

[

ACCEPT NEW PATIENTS INTC THIS PRACTICE?" ACCEPT ALL NEW PATIENTS? -

i_ YES no

ACCEPT EXISTING PATIENTS WITH CHANGE OF PAYGR?" X YES NO ACCEPT NEW MECICARE PATIENTS?

ACCEPT NEW PATIENTS WITH PHYSICIAN REFERRAL?* % YES :NO ACCEPT NEV\;‘ MEDICAID PATIENTS?*

IF ANY OF THE
ABOVE INFORMATION
VARIES BY PLAN,
FEXPLAIN {USE BOTH
LINES IF REQUIRED)

ARE THERE ANY . GéNDER LIMITATIONS AGE LIMITATIONS LIST OTHER LIMITATIONS
PRACTICE LIMITATIONS7* . BRI . e e

) MALE MINIMUM
. : NONE
YES X NO IF YES [ONLY : AGE
FEMALE MAXIMUM
ONLY AGE

3084

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

ation: n ormatlon (Contlnued)
R DG MID-LEVEL PRACTITIONERS {NURSE PRACTITIONERS, PHYSICIAN K
Mid-Level ASSISTANTS, ETC.) CARE FOR PATIENTS IN YOUR PRACTICE?* ) YES O
Practitioners
{IF YES, PLEASE PROVIDE THE INFORMATION BELOW)
PRACTITIONER LAST NAME m
MOQAW | SR AR WP 2
PRACTITIONER FIRST NAME Y M.l PRACTITIONER TYPE (E.G., PA, 3
CNP, NP) =8
0 o0 \ Q ©
PRACTITIONER LICENSE / CERTIFICATE NUMBER PRACTITIONER STATE .
M
>
Q
PRACTITSONER LAST NAME -
]
PRACTITSONER FIRST NAME ' CM PRACTITIONER TYPE (E.G., PA,
- : CNP, NP) M
- >
) ol
PRACTITIONER LICENSE / CERTIFICATE NUMBER PRACTITIONER STATE 3
=]
D
PRACTITIONER LAST NAME M
._ e
R Y]
PRACTITIONER FIRST NAME M. PRACTITIONER TYPE (E.G., PA 3
R . . e e SNP. NP) -g_
D
PRACTITIONER LICENSE / CERTIFICATE NUMBER PRACTITIONER STATE
m
>
Q)
PRACTITIONER LAST NAME .g
D
PRACTITIONER FIRST NAME M.l PRACTITIONER TYPE (E.G., P4
. . CNP, NF) m
>
PRACTITIGNER LICENSE / CERTIFICATE NUMBER PRACTITIONER STATE 3
0
T
PRACTITIONER LAST NAME m
x
Qr
PRACTITIONER FIRST NAME ML PRACTITIONER TYPE (E.G., PA, 3
. . : CNP, NP} o
. e . . o
PRACTITIONER LICENSE / CERTIFICATE NUMBER PRACTITIONER STATE

| 3085 _J
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
Section « ation Infermation (Confintied) -
Languages LANGUAGES
NON-ENGLISH LANGUAGES
Code lists are found on | SPOKEN BY OFFICE PERSONNEL ) : : ; : .
pages 37. Enter the LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE
associated 3-digit code N e s . PR, e
in the space provided. INTERPRETERS ©  ‘yes 'Y ‘no LANGUAGES m
AVAILABLE?* . | INTERPRETED : : A ‘ >
LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE g
Accessibilities DOES THIS OFFICE MEET ADA ACCESSIBILITY REQUIREMENTS?* \‘ YES NO =2
. . )
DOES THIS SITE OFFER HANDICAPPED DOES THIS SITE OFFER OTHER ‘N £ -YES NO ACCESSIBLE BY K i YES "NO
ACCESS FOR THE FOLLOWING SERVIGES FOR THE DISABLED? X : : PUBLIC TRANSPORTATION?" /™ )
. - . . m
BUILDING?* \A YES NO TEXT TELEPHONY (TTY) )( YES NG BUS* X YES NG Eﬁ
PARKING?* X YES NO AMERICAN SIGN LANGUAGE" x YES NO SUBWAY* YES )( NG ko]
! D
RESTROOM?* YES - NO MENTALIFHYSICAL IMPAIRMENT YES NO REGIONAL TRAIN® vES NO
SERVICES* .
m
>
Ql
OTHER HANDICAPPED ACCESS OTHER DISABILITY SERVICES : OTHER TRANSPORTATION ACCESS 3
o
Services Does this location provide any of the following services? ®
) IF YES, PROVIDE ACCREDITING!
LABORATQJRY YES NG CERTIFYING PROGRAMN m
SERVICES? {£.G., CLIA, COLA, MLE) P
a1l
RADIOLOGY YES NG IF YES, PROVIDE X-RAY 3
SERVICES? CERTIFICATION TYPE e
m
: ALLERGY . ALLERGY SKIN ROUTINE OFFICE " ¢ .
EKGS? -YES NG MIEETIGNS? : YES NO TESTING? - ¥ES NO . GYNECOLOGY YES NO
3 : (PELVICIPAP)? g(n
DRAWING : AGE ' FLEXIBLE : TYMPANOMETR Q
2 YES Ne APPRCPRIATE YES NO : YES NO Y7 AUDIOMETRY YES NO
BLOGD? SIGMOIDOSCOPY?
IMMUNIZATIONS? 7 3 SCREENING? 3
ASTHMA ’ =]
YES NO OSTEOPATHIC vES NO IV HYDRATION/ . YES NO CARDIAC YES No -
TREATHMENT? MANIPULATION? TREATMENT? ) STRESS TEST? )
PULMONARY :
YES NO PHYSICAL CARE OF MINGR
FUNCTION : THERAPY? YES NO . YES NO
e ] _ LACERATIONS? Q-l
b}
15 ANESTHESIA T IFYES, WHaT 7 10 T e 3
ADMINISTERED 1N YES INO CLASSICATEGORY
YOUR OFFICE? . : DO YOU USE? o
(D
{F YES, WHO
ADMINISTERS I7? :
LAST NAME FIRST NAME m
>
T¥PE OF PRACTICE ’ SINGLE SPECIALTY GROUP : MULTE-SPECIALTY GROUP 4
{SELECT ONE ONLYJ* 80LO PRACTICE . 3
o
D
ADDITIONAL OFFICE PROCEDURES PROVIDED {INCLUDING SURGICAL PROCEDURES)

3086 | _

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROGESSING DELAYS AND REQUIRE FOLLOW-UP.
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* REQUIRED RESPONSE. NG RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Pariners/
Associates

LIST ALL PARTNERSIASSOGIATES AT THIS PRACTICE

COVERING

Code lists are found on | | asryame SPECIALTY CODE
pages 36-43. Enter the e . COLLEAGUE
associated 3-digit code : (Y2
in the space provided. A EI
) FIRST NAME M.l PROVIDER TYPE (CODE PG 36)
if you have additional
. parinersfassociaies at
THIS location, use the : . : | :
Partner/Associate LAST NAME SPECIALTY GODE COVERING
Supplemental Form on S s [ COLLEAGUE
page 23. Photocopy as : (YINy?
necessary. Be certain .
to check “Primary FIRST NAME m.. PROVIDER TYPE {CODE PG 24)
Location” at the top of
the page.
LAST NAI‘WIE ...... SPECIALTY CODE COVERING
: COLLEAGUE
[vIN)?
FIRST NAME M. PROVIDER TYPE {CODE P8 36]
Coverjng LIST ALL COVERING COLLEAGUES THAT ARE NOT PARTNERS/ASSOCIATES AT THIS PRACTICE
Colleagues
Code lists are found on | | 5T nAME SPECIALTY CODE
pages 36-43. Enterthe | - - - - - oo R
associated 3-digil code
in the space provided.
FIRST NAME M.l PROVIDER TYPE {CGDE PG 36)
If you have additional
covering colleagues
that are not partners at
THIS logation, use the to
Covering Colleagues LAST NAME SPECIALTY GODE
Supplemental Form on .
page 24. Photocopy as
- necessary. Be cerlain
to check "Primary FIRST NAME M. PROVIDER TYPE (CODE PG 36)
Lecation” at the top of
the page.
LAST NAME SPECIALTY CODE
FIRST NAME ML PROVIDER TYPE [CODE PG 36)

| Hospital Affiliations .

Admitting
Arrangements

DO YOU HAVE
HGSPITAL
PRIVILEGES?*

vEs_\A'No

iF YOU DO NOT ADMIT PATIENTS, WHAT
TYPE OF ADMITTING ARRANGEMENTS DO
YQU HAVE?

3087

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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#* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

“Hospital Affiliations (Gontinued):

Hospital
Privileges

If applicable, list all
hospital affiliations. List
primary hospital, then
other current
affiliations, followed by
previous affiliations in
chrenclogical order.

If you have additional
hospital privileges, use
the Supplemental
Hospital Privileges
Form on page 30.

TIP Be certain your
admission percentages
add up to 100% for
current hospilais.
Otherwise, you will
have to correct this
error.

PRIMARY HOSPITAL

HOSPITAL NAME

.NIJMI":"ER . STREET

o

:T'E'L;’"*?:”'E_'_ _ o _ FAX
DE.PI;.RTM ENT NAME

.DEPA‘h'TMENT DlﬁECToﬁ's LAST NA:ME

DERARTIRERT LERECTOR'S FIRST imE

AFFILIATNON 3 1AR) A TE AFFILIA ITUN END DA TE

FULL, UNRESTRICTED
PRIVILEGES?

.ADMITT!NG PRIVILEGE STATUS (E.G. NONE, FULL {}NRESTRI.CTED, PROVISIOhiAL, TEMPORARY)

SUITEIBUILDING

STATE
YES NO  ARE PRIVILEGES
TEMPORARY?

OF YOUR TOTAL ANNUAL
ADMISSIONS, WHAT PERCENTAGE
15 TO THIS HOSPITAL?

ZIP CODE

YES NO

Y%

) OTHER HOSPITAL
"HOSPITAL NAME
NUMBER STREET

oy’

TELEPHONE ™ ¢ T T FaX

DEPA‘RTMENT NAF;!E' ST e B
DEPARTMENT DIRECTDﬁ’S LAST NAME -
DEFARTMEN I DIREC TOKS FIRS 1 NAME

AFFILIATION START DATE AFFILIATION END DATE

PLEASE EXFLAIN
TERMINATED AFFILIATION

FULL, UNRESTRICTED *
PRIVILEGES? :

ADMiTI'ING PRIVILEGE STATUS (E.G. NONE, FUL‘L UNRESTRICTED; PROVISIONAL, TEMPORARY)

3088

SUITE/BUILDING

STATE

’ ARE PRIVILEGES
YES .N TEMPORARY?

GF YOUR TOTAL ANNUAL

ADMISSIONS, WHAT PERCENTAGE .

IS TO THIS HOSPITAL?

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

may be required by
your healthcare enlity.

If you have additional
Insurance, use the
Supplemental
Insurance Form on
page 31.

Séction-6-
ional o -
P_rOf_e‘_?'s o SELF-INSURED? YES x “NO
Liability U
CARRIER OR SELF-NSURED NAME*
Insurance R e C e e e P
Carrier Moo Bu\f T o By eg—\‘ O
> e T N L e
IMPORTANT NUMBE| STREET* ILBING
iF YOU DO NOT : : . . : [RRTR \ \ e \
CARRY B‘ 3 \{, N X \_‘ \L \i } :
MALPRACTICE : \\5\ C-’ : \ . \ \ :
INSURANCE, CHECK cITY STATE* ZIP CODE*
THIS BOX AND SKIP Ca ) . ) oo .
THIS SECTICN. o ; :O\ P . q O\ ; \ TYPE OF :
. e e : {INDIVIDUAL SHARED
DNO \ O OO\ oW O O\ \ covsansar.y\:
ORIGINAL EFFECTIVE DATE* EFFECTIVE DATE* EXPIRATION DATE
DO YOU HAVE UNLIMITED COVERAGE
WITH THIS INSURANCE CARRIER?* x ES v o
AMOUNT OF COVERAGE PER OCCURRENCE AMOUNT OF COVERAGE AGGREGATE
POLICY INCLUDES TAIL COVERAGE? x YES NO
POLICY NUMBER*
Professional SELF-INSURED? YES NO
Liability : :
CARRIER OR SELF-INSURED NAME
_Insurance : .
Carrier
List other current, NUMBER* STREET SUITE/BUILDING
lulure, or previous - B LA DR :
carrier(s) if current
carrier is less than ten :
{10) years. ciTY: STATE* ZIP CODE*
NOTE: A longer period z;:r:::esv- INDIVIDUAL ‘SHARED

ORIGINAL EFFECTIVE DATE* EFFECTIVE DATE* EXPIRATION DATE

DO YOU HAVE UNLIMITED COVERAGE
WITH THIS INSURANCE CARRIER?

YES NO

AMCUNT OF COVERAGE PER DCCURRENCE AMOQUNT OF COVERAGE AGGREGATE

POLICY INCLUDES TAIL COVERAGE? YES NO

POLECY NUMBER™

Military
Duty

Are you currently on active military
duty or military reserve?*

Work History
Include a chronclogical
work history for the
past 10 years.

Alonger period may be
required by your
healthcare entity.

if you have additional
waork history, use the
Supplemental Work
History Form on page

3

KAPER-1 {04/2009)

WORK HISTORY

PRACTICE 1 EMPLOYER NAME

NUMBER STREET SUITEIBUILDING

CiTY STATE ZIPIPOSTAL CODE

3089
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% REQUIRED RESPONSE, MO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-LP.

Sect - |- Work Histor (Continued)
Work History
Do not list current : : : :: ; ; : .
positions. Those TELEPHONE T T T ’ ) FAX
should be listed i
Section 4.
inciude a chronalogical | COUNTRY GOBE’ starToaTE T expoavE T
work history for the m.
REASON FOR DEPARTURE {IF APPLICABLE) b
past 10 years. T o
A tonger period may be 3
required by your '9__
healthcare entity 0]
if you have additional
waork history, use the WORK HISTORY m
Supplemental Work é
History Form on page
32. : 3
PRACTICE / EMPLOYER NAME E |
S
NUMBER STREET g ' SUITE/BUILDING rm
. . = |
jal]
) ) ) STATE copE 3
oy ZIPIPOSTAL CODE 5
m
TELEPHONE FA%
...... m
>
ja3]
COUNTRY COGBE’ START DATE | o END DATE 3
Es)
REASON FOR DEPARTURE {IF APPLICABLE) =
m
= |
8
WORK HISTORY © ]‘
) J
PRACTICE / EMPLOYER NAME m ;
< z
&
‘NUNBER ST §REeT T e SUITEIBUILDING S
D
ary S STATE ZIPBOSTAL CODE
™m
>
TELEPHONE ' : T FAX 3
-
[gv]
COUNTRY CODE ‘$TART DATE END DATE
REASON FOR DEPARTURE [IF APPLICABLE)

L 3000 ]
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

‘Section 7. -l Work-History:and References: (Contintted) - =
Gaps in PLEASE EXPLAIN ANY TIME PERIODS OR GAPS IN TRAENING OR WORK RISTORY THAT HAVE OCCURRED SINGE GRADUATION FROM PROFESSIONAL SCHOOL AND ARE
LOMGER THAN THREE MONTHS IN DURATION OR OF A SHGRTER DURATION IF REQUIRED BY THE CRGANIZATION FOR WHICH YOU ARE BEING CREDENTIALED.
Professional / )
Work History - |
GAP STARTDATE [ - .0 & - : GAP END DATE o,
N %
If you have additional o
professional / work 3
history gaps, use the =
Supplemental o
Professional Work
History Gaps Form on
page 33. '
....... ><
- jab)
Professional i o 3
References D Q E ' °
. ME*
Provide three LAST MAME (D
professional references | : . e
to whom you are not | . C) \)\. \ % m
related or are not FIRST NAME" PROVIDER TYPE {CODE PG 36)
>
partners in your o)
practice. A N 0\ : B \ j% X Q\ 6 E 3
| | AN AN W T =
Code lists are found on | MUMBER® STREET® APTISUITE/BUILDING =
pages 36-43. Enter the S : S o L\
associaled 3-digit code B\& \‘ o C/ \ T \[' ] ] ] \L\’- 0 QO O 0
for provider type. 21Ty STATE* ZIP CODE" |'>'|<'I
) Q
NOTE: ) 3
You are required to TELEPHONE FAX -
provide exactly 3 ('F
references. Your
application will not be K
complete without this e m
information. LAST NAM'_': s
? . . Q
Please _ch_eck wil_h .FIRST NAME® ' ' PROVIDER TYPE (CODE PG 36) e
credentialing entity for ) . _
any special 1]
requirements. 3 . - . . . - S
NUMBER* STREET APTISUITE/BUILDING m
T e 5
s}
am dare | mwesie 3
§S)
i 1]
FEERRBRE T g B
m
>
jut]
LAST NAME® ko]
D
FIRST NAME® PROVIDER TYPE {CODE PG 36)
NUMBER® STREET* ' ' ' ' APTISUITEIBUILDING
e T
TELEPHONE FAX

L 3091 | _
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Supplemental
Disclosure Questicn
Explanation Form on
page 34.

Allied Health
Providers

If you are an Allied
Health Provider and
you do not believe a
queslicn is applicable
to you, you should
answer the question
“NO".

L

KAPER-1 {04/2009)

Section 8-~ | Discle
Disclosure LIGENSURE
Questions o . Has your license, registration or certification to practice in your profession, ever been voluntarily or involuntarily relinquished,
) 1.0 ¥ES® X NO  denied, suspended, revoked, restricted, or have you ever been subject to a fine, reprimand, consent order, probation or any con-
Answer all questions. RS ditions or limitations by any state or professional licensing, registration or cerlification board?*
For any "Yes” o )
response, provide an YES x NO . . - . -
explanation on the 2. : Has there been any challenge to your licensure, registration .or certification?

HOSPITAL PRIVILEGES AND OTHER AFFILIATIONS

Have your clinical privileges or medicat staff membership at any hospital or healthcare institution, voluntarily or involuntarily, ever
3. YES }( No been denied, suspended, revoked, restricled, denied renewal or subject to probationary or to other disciplinary conditions {for
: reasons other than nen-completion of medical record when quality of care was not adversely affected) or have proceedings
toward any of those ends been instituted or recommended by any hospital or healthcare institution, medical staff or committee,
4, YES 7( NO
5. YES X NO
EDUCATION, TRAINING AND BOARD CERTIFICATION

or governing beard?*

Were you ever placed on probalion, discipiined, formally reprimanded, suspended or asked to resign during an internship, resi-
8. YES )( NGO dency, fellowship, preceptorship or other dlinical education program? If you are currently in a training program, have you been
7 YES X

placed on probation, disciplined, formally reprimanded, suspended or asked to resign?”
8. YES * no  Have any of your board certifications or eligibility ever been revoked?*

Have you voluntarily or inveluntarily surrendered, limited your privileges of nol reapplied for privileges while under invesligation?*

Have you ever been terminated for cause or not renewed for cause from parlicipation, er been subject to any disciplinary action,
by any managed care organizations (including HMOs, PPOs, or provider organizations such as IPAs, PHOs)?*

no Have you ever, while under tnvestigation or to aveid an investigation, veluntarily withdrawn or premalurely terminated your status
as a student or employee in any internship, residency, fellowship, preceptorship, or other clinical education program?*

9 YES X NO Have you ever chosen not 1o re-certify or voluntarily surrendered your board certification{s) whiie under investigation?*

DEA OR STATE CONTROLLED SUBSTANCE REGISTRATION

10.;  IvES x NO

MEDICARE, MEDICAID OR OTHER GOVERNMENTAL PROGRAM PARTICIPATION _
. Have you ever been disciplined, excluded from, debarred, suspended, reprimanded, sanctioned, censured, disqualified or other-
11. YES Y NO  wise restricted in regard to participation in the Medicare or Medicaid program, or in regard ta other federal or state governmental
OTHER SANCTIONS OR INVESTIGATIONS

healthcare plans or programs?*

Are you currently the subject of an investigation by any hospital, licensing authority, DEA or CDS authorizing entities, educa-
tion or training program, Medicare or Medicaid program, or any other private, federal or state health program or a defendant

in any civil action that is reasonably related to your qualifications, compelence, funclions, or dulies as a medical professional
for alleged fraud, an act of violence, child abuse or a sexual offense or sexual misconduct?*

Have your Federal DEA and/or State Controlied Dangerous Substances (CDS) certificate(s) or authorization{s} ever been chal-
lenged, denied, suspended, revoked, restricted, denied renewal, or voluntarily or involuntarily relinquished?*

12.0  YES

To your kaowledge, bas information pertaining to you ever been reporied to the Nalional Practilioner Data Bank or Healthcare
Integrity and Protection Data Bank?*

13.:

)( NO
?7( NO
14 NO Have you ever received sanctions from or are you currently the subject of investigation by any regulatory agencies (e.g., CLIA,
o : OSHA, etc.)?*
Have you ever been convicted of, pled guilty to, pled nolo contendere to, sanctioned, reprimanded, restricted, disciplined or
X NO  resigned in exchange for no investigation or adverse acticn within the last ten years for sexuai harassment or other illegal
misconduct?*
Are you currently being investigated or have you ever been sanctioned, reprimanded, or cautioned by a military hospital, facility, or
% NO  agency, or voluntarily lerminated or resigned while under investigation or in exchange foy no investigation by a hospital or heaith-

care facility of any military agency?*

YES
YES
15.. . YES
16. .YES

PROFESSIONAL LIABILITY INSURANCE INFORMATION AND CLAIMS HISTORY

17 : YES ' no  Has your professionat liabifity coverage ever been cancelled, restricled, declined or nol renewed by the carier based on your
- B : individual liability history?*
18 ' YES Have you ever been assessed a surcharge, or rated in a high-risk class for your specialty, by your professionat liability insurance

XNO

carrier, based on your individual liability history?*

Page 16 Std. App. v.5.0
Reprinted an 10/31/06
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,

Disclosure
Questions

Answer ali questions.
For any “Yes”
response, provide an
explanation on the
Supplemental
Disclosure Question
Explanation Form on
page 34.

IMPORTANT

If you answered “Yes"

to question #19, you
must complete the
Supplementai
Malpractice Claims
Explanation Form on
page 35 for each
matpractice claim,

MALPRACTICE CLAIMS HISTORY
YES ‘x: NO Have you had any professional liabily actions (pending, setlled, arbitrated, mediated or litigated) within the past 10 years?”

1. if yes, provide information for each case.

CRIMINAL/CIVIL HISTORY

20. YES 7{ " no Have you ever been convicted of, pled guilty 1o, or pled nolo contendere to any felony?*
- s In the past ten years have you been convicted of, pled guilty to, or pled nolo contendere to any misdemeanor (excluding minor
21. YES x * NO traffic violations) or been found liable or responsible for any civil offense that is reasonably related to your qualifications, compe-
- tence, functions, or duties as a medical professional, or for fraud, an act of violence, child abuse er a sexuat offense or sexual
misconduct?*
22. YES X NG Have yoﬁ ever been court-martialed for actions related to your duties as a medical professional?*

Note: A criminal record will not necessarily be a bar to acceptance. Decisions wilf be made by each health plan or
credentialing organization based upon all the relevant circumstances, including the nature of the crime.

ABILITY TG PERFORM JOB
Are you currently engaged In the illegal use of drugs?*

YES \L NO ("Currently” means sufficiently recent to justify a reasonable belief that the use of drugs may have an ongoing impact on
one's ability to practice medicine. 11 is nol limited 1o the day of, or within a matier of days or weeks before the date of applica-
tion, rather that it has occurred recently enough to indicate the individual is actively engaged in such conduct. "llegal use of
drugs” refers to drugs whose possession or distribution is unfawful under the Controlied Substances Act, 21 US.C. § 812.22
It "does not inciude the use of a drug taken under supervision by a licensed health care professional, or other uses author
ized by the Controiled Substances Act or other provision of Federal law.” The term does include, however, the unlawful use of

preseriplion controlled substances.)

24 YES y . no Do you use any chemical substances that would in any way impair or limit your ability 1o practice medicine and perform the func
: tions of your job with reasonable skill and safety?”

23.

25. YES X RO Do you have any reason o believe that you would pose a risk to the safety or well being of your patients?*

L

KAPER-1 {04/2008)

. YES ﬁ no Are you unable {o perform the essential functions of a practitioner in your area of practice even with reasonable

26. ! .
. accommodation?*

_

3093
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Standard Authorization, Attestation and Release

{Not for Use for Employment Purposes)

| understand and agree that, as part of the credentialing application process for participation, membership and/or dlinical privileges (hereinafler, referred to as
"Participation”) at or with each healthcare organization indicated on the "List of Authorized Crganizations” that accompanies this Provider Application (hereinafter,
each healthcare organization on the "List of Authorized Organizations” is individually referred to as the "Entity"), and any of the Entity's affiliated entities, | am required
to provide sufficient and accurate information fer a preper evaluation of my current ficensure, relevant training and/or experience, clinical competence, health status,
characler, ethics, and any other criteria used by the Entity for determining initial and ongoing eligibiiity for Participation. Each Entity and its representatives, employ-
ees, and agent(s) acknowkedge that the informaticn obtained relating to the application process will be held confidentiai to the extent permitted by Jaw.

| acknowtedge that each Entity has ils own criteria for acceptance, and | may be accepted or rejected by each independently. { further acknowledge and understand
that my cooperation in obtaining information and my consent to the release of information do not guarantee that any Entity wifl grani me clinical priviieges or contract
with me as a provider of services. [ understand that my application for Participation with the Entity is not an application for emgployment with the Entity and that
acceptance of my applicaiion by the Entity wili not result in my employment by the Entity.

Authorization of Investigation Concerning Application for Participation. | authorize the following individuals including, without limitation, the Entity, its representa
tives, employees, and/for designated agent{s); the Entily’s affiliated enlities and their representatives, employees, andfor designated agents; and the Entlity's designat-
ed professionat credentials verification organization (collectively referred to as "Agents"), to investigate information, which includes both oral and written siatements,
records, and documents, conceming my application for Pariicipation. | agree to allow the Entity and/or its Ageni(s) to inspect and copy all records and documents
relating to such an investigation.

a|dwex]

Authorization of Third-Party Sources to Release Information Goncerning Application for Participation. I authorize ary third party, including, but not limited 1o,
individuals, agencies, medical groups responsible for credentials verification, corperations, companies, employers, former employers, hospitals, health plans, health
maintenance organizations, managed care organizations, law enforcement or licensing agencies, insurance companies, educalional and other institutions, military
services, medical credenlialing and accreditation agencies, professional medical socielies, the Federation of State Medical Boards, the National Practitioner Data
Bank, and the Health Care Inlegrity and Protection Data Bank, to release to the Entity and/or its Agent(s}, information, including otherwise privileged or confidential
information, concerning my professional qualifications, credentials, clinical competence, guality assurance and utilization data, character, mental condition, physical
cendition, alcehol or chemical dependency diagnosis and treatment, ethics, behavior, or any other matter reasonably having 2 bearing on my qualifications for
Participation in, or with, the Entily. | authorize my current and past professional tiability carrier{s) to release my history of cfaims thal have been made and/or are cur-
rently pending against me. | specifically waive written notice from any entities and individuals who provide information based upon this Authorization, Attestation and

Release.

ajdwex3

Authorization of Reledse and Exchange of Disciplinary Information. | hereby further authorize any third party at which | currently have Paricipation or had
Participation and/or each third parly's agents fo release “Disciplinary Information,” as defined below, to the Entity and/or ils Agent(s). | hereby further authorize the
Agent(s) to release Disciplinary Information about any disciplinary action taken against me to its participating Entities at which | have Participation, and as may be
otherwise required by law. As used herein, "Disciplinary Information” means information concerning (i} any action taken by such health care organizations, their
administrators, or their medical or other commitiees to revoke, deny, suspend, restrict, or condition my Parlicipation or impose a correclive action plan; (i) any cther
disciplinary action invelving me, including, but not limited to, discipline in the employment context; ar {iii) my resignation psior to.the conclusion of any disciplinary pro-
ceedings or prior to the commencement of formal charges, but after i have knawledge that sich formal chargas were heing (nr are being) contemplated ardfor were
{or are) in preparation. .

a|dwex3y

Release from Liability. | release from all liabilty and hold harmless any Entity, its Agent(s}, and any other third party for their acts performed in good faith and with-
out malice unless such acts are due to the gross negligence or willful misconduct of the Entity, its Agent(s), or other third party in connection with the gathering,
release and exchange of, and reliance upon, information used in accordance with this Authorizalion, Attestation and Release. | further agree not to sue any Entity,
any Agent(s), or any other third party for their acis, defamation or any cther daims based on statements made in good faith and without malice or misconduct of such
Entity, Agent{s) or third party in connection with the credentialing process. This release shall be in addition te, and in no way shall limit, any other applicable immuni-
ties provided by law for peer review and credentialing activities. in this Authorization, Attestation and Release, all references to the Entity, its Agent(s), ard/or other
thirg party include their respective employees, directors, officers, advisors, counse!, and agents. The Enlity or any of s affiliates or agents retains the right to allow
access o the application information for purposes of a credentialing audii fo customers and/or their auditors to the extent required in connection with an audii of the
credentialing processes and provided that the customer and/or their auditor execules an appropriate confidentiality agreement. T understand and agree that this
Authorization, Attestation and Release is irrevocable for any period during which | am an applicant for Participation at an Entity, a member of an Entity's medical or
health care staff, or a participating provider of an Entity. | agree to execute another form of consent if law or regulation limits the application of this irrevocable authori-
zation. | understand thal my failure to premptly provide another consent may be grounds for termination or giscipline by the Entity in accordance with the applicable
bylaws, rules, and regulations, and requirements of the Enfity, or grounds for my termination of Participation at or with the Enlity. | agree that information obtained in
accorgance with tke provisions of this Autherization, Attestation and Release is nef and will pol be a violalion of my privacy.

a|dwex3
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| certify that all informaticn provided by me in my application is current, true, correct, accuraie and compleie to the best of my knowledge and belief, and is furnished
in good faith. | will notify the Entity and/or its Agent(s) within 10 days of any material changes to the information {including any changes/chaflenges to licenses, DEA,
insurance, malpractice claims, NPDB/HIPDB reports, discipline, criminal convictions, etc.) | have provided in my appiication or authorized to be released pursuant to
the credentialing process. | understand that corrections to the application are permitted at any time prior to a determination of Participation by the Entity, and must be
submitted onling or in writing, ang must be dated and signed by me (may be a written or an electronic signalure). | acknowledge that the Entity will not process an
application until they deem it to be a complete application and that | am responsible lo provide a complete application and to produce adeguate and timely informa-
lion for resolving questions that arise in the application process. | understand and agree that any material misstatement or omission in the application may constitule
grounds for withdrawal of the application from consideration; denial or revocation of Participation; and/or immediate suspension or termination of Participation. This
aclion may be disclosed to the Entity and/or its Agent(s). | further acknowledge that | kave read and understand the foregoing Authorization, Attestation and Release
and that | have access to the bylaws of applicable medical staff organizations and agree to abide by these bylaws, rules and regulations. | understand and agree that
a facsimile or photocepy of this Authorization, Atlestalion and Release shall be as effeclive as the original.

%«LM .)our\su Doe,
Signatigg* Name (print)*
OBO\ X\ O

| 3094 | | _
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Professional IDs
Supplemental Form

Section 1

* REQUIRED RESPOMSE (IF THIS PAGE IS USED). NO RESPCNSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

rmation and Professional IDs: -

Professional
IDs

Include all additionai
state Hicenses, DEA
Regisiratior and State
Contrelled Dangeraus

FEDERAL DEA NUMBER

BEA STATE OF REGISTRATION

'DEA ISSUE DATE

DEA EXPIRATION DATE

Substance (CDS)
cerlification numbers,

Provide 2!l current and
previous licenses/
cerlifications.

If you need to report
additional Professional

FEDERAL DEA NUMBER

DEA STATE OF REGISTRATION

DEA ISSUE DATE

DEA EXPIRATION DATE

D5, photocepy this
page as needed and
submit as instructed.

CDS CERTIFICATE NUMBER

cDS STATE OF REGISTRATION

CDS ISSUE DATE

£DS EXPiRATION DATE

CD8 CERTWFICATE NUMBER

CDS STATE OF REGISTRATION

<0 IS5UE DATE

C0S EXFIRATION DATE

'STATE LICENSE NUNBER

IF THIS IS A STATE LICENSE, ARE YOU

LICENSE ISSUING STATE

"LICENSE ISSUE DATE

L

KAPER-1 (04/2009)

CURRENTLY PRACTICING IN THIS STATE? YES NO
LICENSE EXPIRATION DATE
Code list is found on page 36; Code list is found on page 36;
use license status codes. Enter use provider type codes. Enter
. 5 L 3-digit code in space provided. 3-digit code in space provided.
LICENSE STATUS CODE LICENSE TYPE
‘STATE LIGENSE NUMBER LICENSE IS5UING STATE  LIGENSE ISSUE DATE
IF THIS IS A STATE LICENSE, ARE YOU YES NO -

CURRENTLY PRACTICING iN THIS STATE?

Code list is found on page 36;

use ficense status codes, Enfer
. 3-digit code in space provided.
LICENSE STATUS CODE

LICENSE EXPIRATION DATE

Code list is found on page 36;

use provider type codes. Enter
. o 3-digit code in space provided.
LICENSE TYPE

3095
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Other Relevant Education

Supplemental Form

* REQUIRED RESFONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP

n-and Training

Fifth Pathway
Education

FIFTH PATHWAY GRADUATES ONLY

INSTITUTIONIHOSPITAL WHERE U.S. GLINICAL TRAINMING WAS PERFORMED (DO NOT ABBREVIATE)

ADDRESS
.
oy 'STATE 2P ¢oDE
TELEPHONE FAX
DID YOU COMPLETE YOUR
EDUCATION AT THIS SCHOOL? YES NO
START DATE END DATE (GRADUATION DATE)
Other Relevant
Education . - L
INSTITUTION/SCHOOL ISSUING DEGREE {DO NOT ABBREVIATE)
If you need to report
additional Education,
photocepy this page as NUMBER STREET SUITE/BUILDING
needed and submit as
instrucled.
cITY STATE 2ZIPIPOSTAL CODE
TELEPHONE FAX
COUNTRY CODE START DATE END DATE (GRADUATION DATE) DEGREE AWARDED
DID YOU GOMPLETE YOUR YES NO

EDUCATION AT THIS SCHOOL?

L

KAPER-1 (04/2009)

INSTITUTION/SCHOOL ISSLING DEGREE (DO NOT ASBREVIATE)

NUMBER

STREET
ciTy .
:'TELr:;l;noNE:
Eo'u:';lTRY CODE START DATE
DID YOU COMPLETE YOUR = YES

EDUCATION AT THIS SCHOOL?

STATE

FAX

END DATE {GRADUATION DATE])

NO

3079
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Other Training
Supplemental Form

- % REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section 2

Training

List atl posigraduate
training programs you
attended. Use one
section per institution.

If you need to report
additional Training,

NUMBER

SCHOOL CODE (EG.,
AFFILIATED MEDICAL
SCHOOL)

SUITE/BUILDING

- STREET
photocopy this page as .
needed and submit as
instructed. . : S
cITY STATE ZIPPOSTAL CODE
Code lists are found on
pages 36-43. Enter the
associated 3-digit code .
in the space provided. COUNTRY CODE TELEPHONE FAX
DID YOU COMPLETE THIS TRAINING PROGRAM AT THIS YES NO
INSTITUTION? )
{IF NOT, PLEASE USE THE SPACE BELOW TO EXPLAIN.)
i INTERNSIHIPY
List each RESIDENGY EELLOWSHIP OTHER
department N
separately, if START DATE END DATE
applicable. - i T
List Lot T e
Internship/ | PEPARTMENTISPECIALTY (DO NOT ABBREVIATE)
Residency, e .
Fellowship
and Other : o )
NAME OF DIRECTOR
programs
separately. INTERNSHIP!
RESIDENCY FELLOWSHIP OTHER
START DATE END DATE
DEPARTMENTISPECIALTY (DO NOT ABBREVIATE}
NAME OF DIRECTOR
INTERNSHIP/ :
RESIDENCY : FELLOWSHIP OTHER
START DATE END DATE

L

% REQUIRED RESPCNSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,
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DEPARTMENT/SPECIALTY (DO NOT ABBREVIATE)

NAME OF DIRECTOR

3096
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Additional Specialty
[ Supplemental Form ]

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,

fessional / Medical Specialty

Section 3 - fmation - -
Additional INITIAL DO YOU WiSH TO
i 2"0%?]'“ CERTIFICATION ) . - BE LISTED IV HMC YES NO
Specialty DATE : i : THE DIRECTORY .
VY R . UNGER THIS
. . . RECERTIFICATION ; SPECIALTY? . E H
Code lists are found on CERTIFIED? YES L NO DATE : PPO - YES i I NO
pages 36-43. Enter the L . ; {IF APPLICABLE) : : : i
associated 3-digit code .
€ ! CERTIEYING -~ -~ - - . . ; e e
in rovided. EXPIRATION DATE ... ; R . :
the space p ggggb (IF APPLICABLE) AR ) POS YES No
IF woT L HAVE TA?EFTS | INTEND TO SIT FOR AN : 1 DO NOT INTEND TO TAKE
BOARD EXAW, RE: EXAM ON A CERTIFYING DOARD EXAM
CERTIFIED PENDING FOR N :
[SELECT
oNEY e
CERTIFYING BOARD CODE
IF YOU INDICATED THAT YCOU DID NOT INTEND TO TAKE A CERTIFYING BOARD EXAM, PLEASE USE THE
FOLLOWING SPAGE TO EXPLAIN, OTHERWISE LEAVE THE SPAGE BLANK.
Additional INITIAL } : DO YOU WISH TO
F gZE(gALTY CERTIFICATION : o . . BE LISTED IN HMO YES | NO)
Specialty DATE . THE DIRECTORY
: : UNDER THIS
. BOARD . RECERTIFICATION . : SPECIALTY? _ .
Cede lists are found on CERTIFIED? YES - NO DATE : . o PRC YES NO
pages 36-43. Enter the {F APPLICABLE) -
associated 3-digit code
: . CERTIEYING. - - =~ = - R . s -
ace provided. EXPIRATION DATE . : S : d .
in the space p BOARD . {IF APPLICABLE) ° - : . POS YES Re]
CODE : :
If you need to report
additional Sp.eqa!hes, I¥ NOT "+ | HAVE TAKEN | INTEND TO SIT FOR AN C DO NOT INTEND TO TAKE
phaotocopy this page as | BoArRD : EXAM, RESULTS EXAM ON L CERTIFYING BOARD EXAM
needed and submit as CEEFI{.-QE!E’ED PENDING FOR : .
I [&] .
instructed. ONE)

'CERTIFYING BOARD CODE

IF YOU INDICATED THAT YOU DID NOT INTEND TO TAKE A CERTIFYING BOARD EXAM, PLEASE USE THE
FOLLOWING SPACE TO EXPLAIN, OTHERWISE LEAVE THE SPACE BLANK.

L 3097 | _

* REQUIRED RESPONSE {IF THIS PAGE 15 USED}. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Partners/Associates
Supplemental Form

Section 4 ‘Practice Location Information’
Partner/ SPECIFY PRACTICE LOCATION  INDICATE THE PRAGCTICE LOCATION YO WHICH YOU ARE ASSOGIATING THESE PROVIDERS.
Associates

ise this page to
report addilional
parinersfassociates at
the designated

- LOCATION # |

PRACTICE NAME
PRIMARY PRACTICE

PRACTICE ADDRESS

practice location.

IMPORTANT

in the box pravided,
indicate to which
practice location this
page belongs.

LAST NAME

FIRST NAME

COVERING
COLLEAGUE
Y2

SPECIALTY CODE

PROVIDER TYPE (CODE PG 38)

Cheack “Covering

Colleague?” if he/she
provides coverage for
you at THIS location.

Code lists are found
on pages 36-42. Enter
the assoctated 3-digit

code in the space
proviged.

If you need to report
additional
partners/associates,
photecopy this page
as needed and submit

as instructed.

L

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

KAPER-1 (04/2000)

ML
LAST NAME SPECIALTY CODE  COVERING
. - COLLEAGUE
(YiN)?
EIRST NAME - PROVIDER TYPE {CODE PG 36}
LAST NAME SPECIALTY CODE  COVERING
COLLEAGUE
rriny?
FIRST NANE Wil PROVIDER TYPE (GODE PG 36}
LAST NAME SPECIALTY CODE  GOVERING
ORI S S - COLLEAGUE
(omyz
FIRET NAME - PROVIBER TYPE [CODE PG 36)
LAST NAME SPECIALTY CODE  COVERING
. : COLLEAGUE
rN)?
FIRST NAME ML PROVIDER TYPE {CODE PG 36)
LAST NAME SPECIALTYCODE  COVERING
s e e, GOLLEAGUE
try?
FIRST NAME M PROVIDER TYPE (CODE PG 38)
LAST NAME SPECIALTY CODE  COVERING
PR R . COLLEAGUE
: tviNg?
FIRST NAME ML PROVIDER TYPE {(CODE PG 36)
LAST NAME SPECIALTY CODE  COVERING
e e e e e e i e oot . GOLLEAGUE
ez
FIRST NAME ML PROVIDER TYPE (CODE PG 36)

3098
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Covering Colleagues
[ Supplemental Form ]

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NQ RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Covering SPECIFY PRACTICE LOCATION  INDICATE THE PRAGTICE LOCATION TG WHICH YOU ARE ASSOCIATING THESE PROVIDERS.
Colleagues

include all colleagues
providing reguiar
coverage and hisfher
speciaity, including if PRACTICE ADDRESS
hefshe is a partnez in
one or more of your
practice locations.

PRACTICE NAME

» LOCATION# = © - PRIMARY PRACTICE

EAST NAME SPECIALTY CCDE

 IMPORTANT ——

In the box provided,
indicate to which e : :
practice location this FIRST NANME Wl
page belongs.

PROVIDER TYPE [CODE PG 38)

Code lists are found on : .
pages 36-43. Enter the LAST NAME ' SPECIALTY CODE
associated 3-digit code | - . . - . )
. in the space provided.
If you need to report FIRSTNAME : o wy  PROVIDER TYE (CODE PG 361
additional Covering -
Colleagues, pholocopy
this page as needed
and submit as
instructed.

LAST NAME ’ SPECIALTY CODE

FIRSTNAME o ' wi.  PROVIDER TYPE (CODE PG 36)

LASTNAME "7 SPECIALTY coDE

ni PROVEDER TYPE (CODE PG 36)

FIRST NAME .
LAST NAME . SPECIALTY CODE
FIRST NAME o ) my  PROVIDER T¥PE (CODE PG 36)

LAST NAME SPECIALTY CODE

FIRST NAME " PROVIDER TYPE (CODE PG 35)
LASTNAME SPECIALTY CODE

FIRST NAME - w..  PROVIDER TYPE [CODE PG 36)

LASTNAME SPECIALTY CODE

FiRST NAME .‘ ' PROVIDER TYPE (CODE PG 36)

3099 _J

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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Practice Location Information

Supplemental Form

* REQUIRED RESPONSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

]

ictice Location Information - Page

Additional

: = LOCATION* #
Practice
Location CURRENTLY —— T
PRACTICING AT [ YES NO
THIS ADDRESS? :
IMPORTANT ——

In the box provided,
indicate to which
praciice locatien this
page belongs.

For example, if you
practice at three
locatiens, the primary
locaticn is reported in
the main application
and remaining
locations would be
reported on
Supplementai Forms
as Location 2 and
Location 3.

TIP Your Individual Tax
iD is assumed lo be
your Primary Tax 1D
unless you specify
otherwise o the right.

PHYSICIAN GROUP | PRACTICE NAME TO APPEAR IN DIRECTORY (DO NOT ABBREVIATE)

GROUP J CORPORATE NAME AS IT APPEARS ON W-9, IF DIFFE

NUMBER*

cITy*

SEND GENERAL .
CORRESPON- YES NO
DENCE HERE?*

OFFICE E-MAIL ADDRESS

INDIVIDUAL TAX 1D

PREVIOUS

OR FUTURE
START DATE?

STREET"

YELEPHONE*

GROUP TAX ID

RENT FROM ABOVE (DO NOT ABBREVIAYE)

STATE®

FAX

PRIMARY
TAX FD
(ONE GNLYY

SUITE/BUILDING

ZIP CODE*

USE INDIVIDUAL . USE GROUP
TAX ID TAX D

Office Manager
or Business
Office Contact

List each contacl
separately. You may
use the check boxes
below for convenience.
Do not write
instructions like “see
above”. These
responses will be
rejected and will
require follow-up.

FIRST NAME®
‘TELEPHONE*

E-MAIL ADDRESS

FAX

Billing Contact

CHECK HERE 70
USE OFFICE
MANAGERAND
OFFICE ADDRESS
AS BILLING
INFORMATION

NOTE:

Even if you checked
the boxes above,
please provide the
e-mail address of the
Billing Contact, if
available.

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

KAPER-1 (04/2009)

LAST NANME®
FIRST NAME*

NUMBER* STREET*

oy
TELEPHONE*

E-MAIL ADDRESS

FAX

- 3100

STATE'

M1

SUTEBUILDING

zIP CODE*
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Practice Location Information ;
. Supplemental Form ]

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

ion-4
Add’l Practice « #f
. LOCATION
Location wont)
Payment and ELECTRONIC gy
. BILLING YES NO
Remittance CAPABILITIES?* . § O B N R
BILLING DEPARTMENT {IF HOSPITAL-BASED)
YOUR “CHECK PAYABLE TG™
INFORMATION SHOULD BE
CONSISTENT WITH YOUR ' i
W-8. CHECK PAYABLE TO*
CHECK HERE TO - N N
USE OFFICE T [
MANAGER AND LAST NAM
OFFICE ADDRESS
AS BILLING
INFORMATION :
FIRST NAME* M.
NUMBER" STREET* SUITE/BUILDING
NOTE:
Even if you checked cImr STATE* ZIP CODE*
the boxes above,
please provide the
E-mail Address, TELEFHONE" ' FAX
Department Name,
Electronic Billing and
Check Payable To, if _
applicable. E-MAIL ADDRESS
H USE HHMM FORMAT AND RCUND TO THE NEAREST HALF-HCUR
Office Hours ( )
A=AN A=A ASAN A=AM
START P=PM END PepM START papit END bopm
MONDAYE = ° S EERE A FRIDAY
TUESDAY SATURDAY
WEDNESDAY : SUNDAY
NOTE: . : . :
After hours back office
telephone witl be used THURSDAY
only by the health plan : SRR b
and will not be 247 PHONE COVERAGE?*  IFYES AFTER HOURS BACK OFFICE TELEPHONE
puklished under any ; . ; - - VOICE MAIL WITH VOICE MAIL - .-
circumstances. YES: Y NO ;| ANSWERING : INSTRUCTIONS TO CALL ! WITH OTHER
i : : SERVICE ANSWERING SERVICE. | INSTRUCTIONS
Open Practice ACCEPT NEW PATIENTS INTQ THIS PRACTICE?* YES nNO AGCEPT ALL NEW PATIENTS?* YES ‘NO
Status
ACCEPT EXISTING PATIENTS WITH CHANGE OF PAYOR?* YES NO ACCEPT NEW MEDICARE PATIENTS?" YES ND
ACCEPT NEW PATIENTS WITH PHYSICIAN REFERRAL?" YES NO ACCEPT NEW MEDICAID PATIENTS?* YES NO
IF ANY OF THE
ABOVE VARIES BY
PLAN, EXPLAIN ; o ; : ;
ARE THERE ANY GENDER LIMITATIONS AGE LIMITATIONS LiST OTHER LIMITATIONS
PRACTIGE LIMITATIONS 7 IF YES . U )
IMALE NONE : MINIMUM
..... . : ONLY . hee
' YES - NO :
FEMALE MAXIMUM
ONLY AGE

- ! o | o

% REQUIRED RESPONSE (iF THIS PAGE I$ USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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‘Practice Location Information
Supplemental Form

* REQUIRED RESPONSE (IF THIS PAGE 1S USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section:'4 .= Practice:Location Informatioh
Additional LOCATION* #
Practice - ;
l.ocation
{Gontinued) DO MID-LEVEL PRACTITIONERS (NURSE PRACTITEONERS, PHYSICIAN A
ASSISTANTS, ETC.} CARE FOR PATIENTS IN YOUR PRAGTICE?* (YES © . -NO
IMPORTANT
{IF YES, PLEASE PROVIDE THE INFORMATION BEEOW}
In the box provided,
indicate to which
practice-location this
page belongs. :
PRACTIIONER LASTNAME 7 7 oo e
PRACTITIONER FIRST Name 77 77 ’ o s M. PRACTITIONER TYPE (E.G., PA,
Mid-Level _ _ GNP, NP)
Practitioners : _
PRACTITIONER LICENSE ! CERTIFICATE NUMBER PRACTITIONER STATE
PRACTITIONER LAST NANE
PRACTITIONER FIRST NAME M. PRACTITIONER TYPE (E.G., PA,
CNP, NP}
PRACTITIONER LICENSE / CERTIFICATE NUMBER PRACTITIONER STATE
PRACTITIONER EASTRAWE ~ i
PRACTITIONER FIRST NAME ) ) ' ' ML PRACTITIONER TYPE (E.G., PA,
R CNP, NP}
PRACTITIONER LIGENSE / CERVIFICATE NUMBER PRACTITIONER STATE
PRACTITIGNER LAST NAME
: : CNP, NP)
PRACTITIONER LICENSE / CERTIFICATE NUMBER . ) PRACTITIONER STATE
PRACTITIONER LAST NAME
PRACTITIONER FIRSTNARE "~ "~ o R e ’ M. PRACTITIONER TYPE (E.5. PA,
. . CNP, NP}
PRACTITIONER LICENSE / CERTIFICATE NUMBER ) PRACTITIONER STATE
* REQUIRED RESPONSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
KAPER-1 (04/2009) Page 27 gy age. vs.0
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Practice Location Information

=

#* REQUIRED RESPONSE (IF THIS PAGE [S USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FCLLOW-UP.

Supplemental Form

Section 4

Additional

Practice
Location

{Continued)

IMPORTANT

In the box provided,
indicate to which
practice location this
page belongs.

» LOCATION* #

LANGUAGES

NON-ENGLISH LANGUAGES
SPO¥EN BY OFFICE PERSONNEL

LANGUAGE CODE

INTERPRETERS L
AVAILABLE?* vE . MO

LANGUAGE CODE LANGUAGE CODE

LANGUAGES
INTERPRETED

LANGUAGE CODE LANGUAGE CODE

LANGUAGE CODE

LANGUAGE CODE LANGUAGE CODE

LANGUAGE CODE

Accessibilities

YES

DOES THIS OFFICE MEET ADA ACCESSIBILITY REQUIREMENTS?* NO
DOES THIS SITE OFFER HANDIGAPPED DOES THIS SITE OFFER OTHER YES ‘No ACCESSIBLE BY YES NO
ACCESS FOR THE FOLLOWING SERVICES FOR THE DISABLED?" PUBLIC TRANSPORTATION?*
‘BUILDING?* YES NOC TEXT TELEPHONY (TTY}* YES NO BUS* YES NO
PARKING?* YES . NO AMERICAN SIGN LANGUAGE® YES NO SUBWAY* YES NO
RESTROOM? YES NO MENTALIPHYSICAL IMPAIRMENT YES NO REGIONAL TRAIN YES NO
: SERVICES*
OTHER HANDICAPPED ACCESS OTHER DISABILITY SERVICES OTHER TRANSPORTATION ACCESS
Services Does this location provide any of the following services?
IF YES, PROVIDE ACCREDITING!
g‘ég&féﬁgﬁ"" YES ‘NG CERTIFYING PROGRAM
! {E.G., CLIA, COLA, MLE)
RADIOLOGY YES ‘no IF YES, PROVIDE X-RAY
SERVICES? | : -% CERTIFICATION TYPE
: ROUTINE OFFICE
EKGS? YES NO ALLERGY ALLERGY SKIN
NIECTIONS? YES _NO TESTING? YES NG GYNECOLOGY YES - NO
{PELVIC/PAP)? :
DRAWING AGE FLEXIBLE TYMPANOMETR )
BLOOD? YES NG APPROFRIATE YES NO SIGMOIDOSCOPY? YES NO Y! AUDIOMETRY YES NO
IMMUNIZATIONS? SCREENING?
ASTHMA : : :
| YES NO OSTEOPATHIC . 1V HYDRATION! CARDIAC .
TREATMENT? . MANIPULATION? YES o TREATMENT? YES No STRESS TEST? : YES Na
PULMONRARY :
i YES NO PHYSICAL ; CARE OF KINOR
FUNCTION ; ; YES i1 YES NO
; THERAPY? : 2
TESTING? LAGERATIONS
IS ANESTHESIA |} S IF YES, WHAT : . PR
ADMINISTERED IN | (YES ° :NO CLASSICATEGORY : ;
YOUR OFFICE? : DO YOU USE? .
IF YES, WHO
ADMINISTERS IT? : )
LAST MAME FIRST NAME

TYPE OF PRACTICE
(SELECT ONE ONLY)*

"$OLO PRACTICE

SINGLE SPECIALTY GROUP

MULTI-SPECIALTY GROUP

ADDITIONAL OFFICE PROCEDURES PROVIDED (INCLUDING SURGICAL PROCEDURES)

L

KAPER-1 (04/2009)
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* REQUIRED RESPONSE {IF THIS PAGE 5 USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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Practice Location Information

=

Supplemental Form

Section 4

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPCONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Page 50f 5

Additional

Practice

» LOCATION* #

Location
{Continued)}

IMPORTANT

LIST ALL PARTNERS/ASSOCIATES AT THIS PRACTICE

In the box provided, LAST NAME SPECIALTY CODE COVERING
indicate to which . COLI;EAGUE
practice location this (YiNy?
page belongs FIRST NAME M PROVIDER TYPE [CODE PG 36)
If you have additional
partners/associates at
TH1S location, use the ’
ParineriAssociate LAST NAWE SPECIALTY CODE ggtﬁgrfue
Supplementai Form on {YiN)?
page 23. Photocopy as
recessary. Be certain FIRST NAME ML PROVIDER TYPE {CODE PG 36)
to indicate the Practice
Location Number at the
top of the page.
Code fists are found on | L asT nAME SPECIALTY CODE  COVERING
pages 36-43. Enter the’ : GOLLEAGUE
associated 3-digit code (YiNy?
in the space provided.
’ FtRST NAME M1 PROVIDER TYPE (CODE PG 35
LAST NAME SPEGIALTY CODE  COVERING
- : - COLLEAGUE
{riNy?
FIRST NAME ME PROVIDER TYPE [CODE PG 36)
Covering LIST ALL COVERING COLLEAGUES THAT ARE NOT PARTNERS/ASSOCIATES AT THIS PRACTICE
Colleagues oy
. LAST NAME SPECIALTY CODE
Code lists are found on . BN
pages 3643, Enter the
associaled 3-digit code :
in the space provided. FIRST NAME M.l PROVIDER TYPE {(CODE PG 36)
3 you have a0diIONAl | ;o s o i e e e e e
covering colleagues
that are not pariners at | ... i S i
THIS location, use the LAST NAME SPECIALTY CODE
Covering Colleagues ; S e e g
Supplementat Form on .
paga 24. Photocopy. as FIRST NAKE M.l PROVIDER TYPE {CODE PG 38)
necessary. Be certain
to indicate the Practice
Location Number at the
top of the page. : e
LAST NAME SPECIALTY CODE
FIRST NAME LINR PROVIDER TYPE (CODE PG 35}
LAST NAME SPECIALTY CODE
FIRST NAWE ML PROVIDER TYPE (CODE PG 36}

L

3104

. * REQUIRED RESPONSE {IF THIS PAGE 1S USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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Hospital Privileges (Current)
Supplemental Form

—

* REQUIRED RESPONSE {IF THIS PAGE IS USED}. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Section

‘Hospital-Affiliations

Hospital
Privileges

Use this form to
cantinug fisting
hespitals where you
currently have
priviteges.

if you need to repont
additional space for
Hospital Privileges,
photocopy this page as
needed and submit as
tnstructed.

TIP Be certain your
admission percentages
add up to 100% for
current hospitals.
Otherwise, you will
have to correct this
eror,

OTHER HOSPITAL
HOSPITAL NAME
NUMBER STREET

cITY

TELEPHONE

DEPARTMENT NA.ME

.(?E?AR.TMENT DI.RE(?T(.)R‘S L.IAST NAME
DEPARTMENT”D.]R.E(IITC.)R‘S FIRST NAME

AFFILIATION START DATE

ADMITTING PRIVILEGE STATUS (E.G. NONE, FULL &NRESTRICTED, PROVISIONAL, TEMPORARY)

PLEASE EXPLAIN
TERMINATED AFFILIATICN

AFFILIATION END DATE

SUITE/BWLDING

STATE ZIP CODE
.FAi
ML
FULL, UNRESTRICTED YES ARE PRIVILEGES YES NO
PRIVILEGES? TEMPORARY?
OF YOUR TOTAL ANNUAL . . o
ADMISSIONS, WHAT PERCENTAGE /Q

¥5 TO THIS HOSPITAL?

L

THIS SPACE HAS BEEN PURPOSELY LEFT BLANK

3105
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* REQUIRED RESPONSE (iF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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Professional Liability Insurance Carrier

Supplemental Form

—

Section 6 -

* REQUIRED RESPONSE. NC RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Other
Professional
Liability
Insurance
Carrier

List secondary /
second layer ! future or

NUMBER* ST

REEF*

SELFINSURED? “YES NO

SUTE/BUILDING

! | [ STATE® ZIP CODE"
previous carrier(s), .
TYPE OF
INDIVIDUAL SHARED

For second layer ; B : ; : COVERAGE?
coverage fist n.amfa of ORIGINAL EFFECTIVE DATE* EFFECTIVE DATE* EXPIRATION DATE
hospital/organization
providing coverage DO YOU HAVE UNLIMITED COVERAGE vES ND

WITH THIS INSURANCE CARRIER? ) ) o

AMOUNT OF COVERAGE PER OCCURRENCE AMOUNT OF COVERAGE AGGREGATE

PGLICY INCLUDES TAIL COVERAGE? ‘YES NO

POLICY NUMBER"
Other

i SELFANSURED? YES NO
Professional
Liability CARRIER OR SELF-INSURED NAME
Insurance
Carrier NUMBER* STREET" SUITE/BUILDING
List secondary /
1 fuluse o
seco_nd Iayer_ fi oIy STATE® ZtP CODE*
previous carrier(s).
TYPE OF

For secend layer COVERAGE?D INDIVIDUAE SHARED

coverage list name of
hospital/forganization
providing coverage

If you need additionat
space for Insurance
Coverage, photocopy
this page as neaded
and submit as
instructed.

L

ORIGINAL EFFECTIVE DATE"
D0 YOU HAVE UNLIMITED COVERAGE

WITH THIS INSURANGE CARRIER?

POLICY INCLUDES TAIL COVERAGE?

POLICY NUMBER*

EFFECTIVE DAYE"

YES

YES

‘NO

: NO

EXPIRATION DATE

AMbUNT OF COVERAGE PER OCCURRENCE

3106

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

KAPER-1 (04/2009)

AMOUNT OF COVERAGE AGGREGATE

Page 31 Std. App. v.5.0
Reprinted on 10/31/06




Work History
[ Supplemental Form ]

REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

*

Section7 | Work History
Work History WORK HISTORY

Use this form to
continue listing work
history.

BRACTICE ! EMPLOYER NAME

If you need additional -
space for Work History, NUMBER s STREET
photocopy this page as .

needed and submit as

SUITEMBUILDING

instructed. . )
Ty ' o STATE ZIPIPOSTAL CODE
TELEPHONE Fax
‘COUNTRY CODE START DATE ’ END DATE

REASCON FOR DEPARTURE (IF APPLICABLE)

WORK HISTORY
PRACHCE | EMPLOYER NAME

NUMBER STREET SIHTE/BUILDING

eIty STATE ZIPIPOSTAL CODE
TELEPHONE FEX
COUNTRY CODE START DATE Y 'END DATE

REASON FOR DEPARTURE {iF APPLICABLE)

I_ 3107

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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Professional Training / Work History Gaps

Supplemental Form

Sectio

aining | Work History Gaps

* REQUIRED RESPONSE (IF THIS PAGE 15 USED). NO RESPONSE MAY CAUSE PRCCESSING DELAYS AND REQUIRE FOLLOW-UP.

Professional
Training /
‘Work History
Gaps

Please explain any
time periods or gaps in
training or work history
that have occurred
since graduation from
professionatl school
and are longer than
three month in duraticn
or of a shorter duratien
if required by the
organization for which
you are being
credentialed.

L

KAPER-1 (04/2009)

GAP START DATE

GAP END DATE -

GAP STARTDATE -~

GAP END DATE

GAP START DATE

GAP END DATE

GAP START DATE

GAP END DATE | . . .~

GAP START DATE

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

GAP END DATE ~

- 3108
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Disclosure Questions
Supplemental Form

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PRCCESSING DELAYS AND REQUIRE FOLLOW-UP.

Sectio

T Disclosure Questions

Disclosure
Questions

Use this form to report
any “Yes” response lo
ane or more of the
Disclosure Questions
in Section 8. Your
respanse should not
exceed the spaces
provided.

Record the question
number in the first
column, then your
explanation in the
second column,

If you need additional
space to explain a Yes
response, photocopy
this page as needed
and submil as
instructed.

L

KAPER-1 (04/20009)

QUESTION # EXPLANATION

QUESTION # EXPLANATION

QUESTION # EXPLANATION
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* REQUIRED RESPONSE {IF THIS PAGE 1S USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FCLLOW-UP
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Malpractice Claims Explanation
[ Supplemental Form

#* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE FROCESSH\:!G DELAYS AND REQUIRE FOLEOW-UP.

Section 8
Malpractice )

. DATE OF : o R . DATE CLAIM
Claims OCGURRENGE™ * . - ' % : : : WAS FILED*
Explanation

) STATYS OF GLAIM® (NOTE: IF GASE IS PENDING, SELECT OPEN)
Use this form to report |, o IF SETTLED, ENTER DATE
any “Yes" response to . [OPEN CLOSED CLAIM WAS SETTLED
Disclosure Question : ’
#19.

If you need additionai
space to explain a Yes
respense, photocopy
this page as needed N : - : : -
and submit as PROFESSIONAL LIABILITY CARRIER INVOLVED* (USE BOTH LINES IF NECESSARY)
instructed. e [FETETTTE . C
NUMBER STREET
cITY

TELEPHONE - POLICY NUMBER

METHOD OF
RESOLUTION?®

DISMISSED

AMGUNT OF AWARD OR SETTLEMENT*
JUDGMENT FOR

DEFENDANT{S)

DESCRIPTION OF ALLEGATIONS” {USE ALL FOUR LINES BELOW, IF NECESSARY)}

WERE YOU THE PRIMARY PRIMARY ’
DEFENDANT OR GO-DEFENDANT?" TDEFENDANT - GO-DEFENDANT

YOUR INVOLVEMENT IN CASE* {ATTENDING, CONSULTING, ETC)

GESCRIPTION OF ALLEGED INJURY TO THE PATIENT [USE ALL FOUR LINES BELOW, IF NECESSARY)

I_ 3110

SUITE/BUILDING

STATE! ZIP CODE"

SETTLED

JUDGMENT FOR
PLAINTIFF(S}

NUYMBER OF OTHER
CO-DEFENDANTS {IF ANY)

DID THE ALLEGED INJURY . - vES o NO TO THE BEST OF YOUR KNOWLEDGE, IS THE CASE INCLUDED
RESULT IN DEATH? IN THE NATIONAL PRACTITIONER DATA BANK (NPDEY?*

MEBIATION ARBITRATION

YES NO

_

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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“:Provider Typ:

des

Code Lists

001
o002
003
004
005
007

0z0
Qz1
Q22
023
024

025
026
027
028
029

Medical Doctor (MD)

Dactor of Dental Surgery (CDS)
Daocter of Dental Medicine {DMD}
Daocter of Podiatric Medicine (DPM)
Docter of Chiropractic (DC}
Osteopathic Doctor (DO}

Acupuncturist
Alcohcl/Drug Counseler
Audiclegist

Bicfeedback Technician
Ceriified Registered Nurse
Anesthetlist

Christian Science Practitioner
Clinical Nurse Specialist
Clinical Psychologist
Clinical Social Worker
Dietician

030
031
032
0323
034
035
036
037
038
039
040

Licensed Practical Nurse
Marriage/F amily Therapist
Massage Therapist
Naturepath
Neuropsychologist
Midwife

Murse Midwife

Nurse Practitioner
Nutritionist

Qccupational Therapist
Optician

041
042
043
044
045
046
047
048
049

Optometrist
Pharmacist

Physical Therapist
Physician Assistant
Professional Counseler
Registered Nurse

Registered Nurse First Assistant

Respiratory Therapist
Speech Pathoiogist

Active
Canceled
Denied
Expired
Inactive
Lapsed
Limited

008
00g
a10
011
012
013
014

Pending
Probation
Provisional
Restricted
Revoked
Suspended
Surrendered

015
o186
017
018
o019

Temporary
Terminated
Time Limited
Unrestricted
Other

120
124
132
136
140
148
152
156
162
166
170

Afghanistan

Albania

Algeria

American Samoa
Andorra

Angola

Anguilla

Antarctica

Antigua and Barbuda
Argentina

Armenia

Aruba

Australia

Austria

Azerbaijan

Bahamas

Bahrain

Bangladesh
Barbados

Belarus

Belgrum

Belize

Benin

Bermuda

Bhutan

Bolivia

Bosnia and Herzegevina
Botswana

Bouvet Isiand

Brazil

British Indian Ccean Territory
Brunei Darussalam
Bulgaria

Burkina Faso
Burundi

Cambaodia
Cameroon

Canada

Cape Verde

Cayman Islands
Central African Republic
Chad

Chile

China

Christmas Island
Cocos (Keeling} Islands
Calombia

KAPER-1 (04/2009)

174
178
180
184
188
384
191
192
196
203
208
262
212
214
626
218
818
222
226
232
233
231
238
234
242
246
250
249
254
258
260
266
270
268
276
288
292
300
304
308
312
316
320
324
624
328
332

Camoros

Congo

Congo, Democratic Republic of the
Coekislands

Costa Rica

Cote d'lvoire

Croatia

Cuba

Cyprus

Czech Republic
Denmark

Djibouti

Dominica
Dominican Republic
East Timor (provisional)
Ecuador

Egypt

El Salvador
Equatoriai Guinea
Eritrea

Estonia

Ethiopia

Falkland lslands (Malvinas)
Faroe [slands

Fifi

Finland

France

France, Metropolitan
French Guiana
French Polynesia
French Southern Territories
Gabon

Gambia

Georgia

Germany

Ghana

Gibraltar

Greece

Greenland

Grenada
Guadaloupe

Guam

Gualemala

{uinea
CGuinea-Bissau
Guyana

Haiti

334

340
344
348
352
356
360
364
368
372
376
380
368
392
400
398
404
206
408
410
414
417
418
428
422
426
430
434
438
440
442
446
807
450
454
458
462
466
470
584

478
480
175
484
583

Heard Island and McDonald
Isiands
Honduras
Hong Keng
Hungary
lceland

India
Indonesia
Iran

Iraqg

Ireland

Isragl

ltaly
Jamaica
Japan
Jordan
Kazakhstan
Kenya
Kiribati
Karea, North
Korea, South
Kuwait
Kyrgyzstan
Laos

Latvia
Lebanon
Lesothe
Liberia

Libya
Liechtenstein
Lithuania
Luxembeurg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali

Malta
Marshall Islands
Mariinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia

498
492
496
500
504
508
104
- 516
520
524
528
530
540
554
558
562
5886
570
574
580
578
512
586
585
581
598
600
604
608
612
616

620"

630
634
638
642
643
646
654
659
662
666
670

Moldova

Monaco

Mongotia
Montserrat
Maorocco
Mezambigue
Myanmar

Namibia

Nauru

Nepal

Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua

Niger

Nigeria

Niue

Norfolk Island
Northern Mariana Isiands
Norway

Oman

Pakistan

Paiau

Panama

Papua New Guinea
Paraguay

Peru

Philippines

Pitcaim

Poland

Portugal

Puerte Rico

Qatar

Réunicn

Romania

Russian Federation
Rwanda

Saint Helera

Saint Kitts and Nevis
Saint Lucia

Saint Pierre and Miquelon
Sainl Vincenl and the
Grenadines
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882 Samoa

674 San Marino

678 Sdc Tomé and Principe
682 Saudi Arabia

683 Scottand

886 Senegal

690 Seychelles

694 Sierra Leone

702 Singapore

703 Slovakia -~

705 Slovenia

090 Solemon Islands

706 Scmalia

710 Scuth Africa

239 South Georgia and the South

724
144
736
740
744
748
752
756
760
158
762
834
764
768

Sandwich Islands
Spain

Sri Lanka

Sudan

Suriname
Svalbard and Jan Mayen
Swarziland
Sweden
Switzerland
Syria

Taiwan

Tajikistan
Tanzania
Thailand

Togo

Tr2
776
780
788
792
798
798
800
804
784
826
840
581
858
880

Tokelau

Tonga

Trinidad and Tobago
Tunisia

Turkey785 Turkmenistan
Turks and Czicos Islands
Tuvalu

Uganda

Ukraine

United Arab Emirates
United Kingdom

United States

.8, Minor Qutlying islands
Uruguay

Uzbekistan

Vanuatu

Vatican City State {Holy See)
Venezuela

Viet Nam

Virgin Islands, British

Virgin Islands, U.S.

Wallis and Fortuna lslands
Western Sahara (provisicnal}
Yemen

Yugoslavia

Zambia

Zimbabwe

001 Abkhazian
002  Afan (Oromo)
003 ' Afar

004  Afrikaans
005 Albanian
006 Amharic
007 Arabic

008 Armenian
00% Assamese
010G Zerbaijani
Gi1  Bashkir
012 Basgue
013 Bengali;Bangla
014 Bhutani
015 Bihari

016 Bislama
017 Breton
018 Bulgarian
019 Burmese
020 Byelorussian
021 Cambedian
022 Catalan
023 Chinese
024 Corsican
02& Croatian
026 Czech

027 Danish
028 Dutch

140 English
030 Esperonte
031 -Estonian
032 Faroese
033 Fiji

034 Finnish
035 French
036 Frisian
037 Galican
038 Georgian
039 German
040 Greek

041 Greenlandic
042  Guarani
043 Gujarati
044 Hausa

045 Hebrew
046 Hindi

047 Hungarian
048 lcelandic
049 Indonesian
050 Interlingua
051 Interlingue
052  tnuktitut
053 Inupiak
054 Irish

055 ltalian

056 Japanese
057 Javanese
058 Kannada
059 Kashmir
060 Kazakh
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104
105
106
107
108
100
110
111

112
113
114
115
1186
117
118
119
120

Kinyarwanda
Kirghiz
Kuruadi
Korean
Kurdish
Laothian

L atin
Latvian,Letlish
Lingala
Lithuanian
Macedoenian
Malagasy
Mialay
Malayalam
Maltese
Maori
Marathi
Moldavian
Mongolian
Nauru

Nepali
MNorwegian
Qccitan
Qriya
Pashto;Pushto
Persian (Farsi}
Polish
Portuguese
Punjabi
Quechua
Rhaeto-Romance
Romanian
Russian
Samoan
Sangho
Sanskrit
Scot Gaelic
Serbian
Serbo-Croatian
Sesotho
Setswana
Shona
Sindhi
Singhalese
Siswati
Slovak
Slovenian
Semali
Spanish
Sundanese
Swahili
Swedish
Tagaleg

Tajik

Tamil

Tatar

Telugu

Thai

Tibetan
Tigrinya

1279
122
123
124
125
126
127
128
129
130
131
132
133
134
135
136

137
138

Tonga
Tsonga
Turkish
Turkmen
Twi

Uigur
Ukrainian
Urdu
Uzbek
Viethamese
Volapuk
Welsh
Wolof
Xhosa
Yiddish
Yoruba
Zerbaijani
Zhuang
Zulu
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Alabama

300 University of Alabama School of Dentistry

001 University of Alabama School of Medicine

002 University of South Alabama College of Medicire

Arkansas
003 University of Arkansas College of Medicine

Arizona
500 Arizona College of Osteopathic Medicine
004 University of Arizona College of Medicine

.California

801 California College of Podiatric Medicine

400 Cleveland Ghiropractic Coliege of Los Angele

005 Keck Schoel of Medicine

401 Life Chiropractic College West

301 Loma Linda University School of Dentistry

006 |.oma Linda University School of Medicine

402 Los Angetes College of Chiropractic

403 Palmer College of Chiropractic West

404 Quantum University/SCCC

007 Stanford University Schoo! of Medicine

501 Touro University College of Osteapathic Medicine

008 UCLA School of Medicine

009 University of Califomia

010 University of California, Irvine, College of Medicine

302 University of Galifornia, Los Angeles School of Dentistry

011 University of California, San Diego, School of Medicine

303 University of California, San Francisco, School of Dentistry

012 University of California, San Francisco, School of Medicine

304 University of Southem California Scheol of Dentistry

305  University of the Pacific Schoo! of Dentistry

502 Western University of Health Sciences, College of Ostecpathic Medicine
of the Pacific

Colerado
306 University of Colorado School of Dentistry
013 University of Colorado School of Medicing

Connecticut
© 405 University of Bridgepart College of Chiropractic
307 University of Connecticut School of Dental Medicine
014 University of Connecticut School of Medicine
015 Yale University Schoof of Medicine

District of Columbia

016 George Washington Universily

017 Georgetown University School of Medicine
308 Howard University Coliege of Dentistry
018 Howard University College of Medicine

Florida

800 Barry University School of Graduate Medical Sciences

309 Nova Southeastemn University College of Dentistry

503 Nova Southeastern Universily College of Ostecpathic Medicine
310 University of Fiorida Coliege of Dentistry

019  University of Florida Gollege of Medicine

Q20 University of Miami School of Medicine

021 University of South Florida College of Medicine

Georgia

022 Emory University Schoo! of Medicine

406 Life Chiropractic College

311 Medical College of Georgla School of Dentistry
023 Medical College of Geergia School of Medicine
024 Mercer University School of Medicine

025 Morehouse School of Medicine

Hawaii
026 John A. Bums School of Medicine

fowa

802 Coilege of Podiatric Medicine and Surgery Des Moines Universily

504 Des Moines University, Osteopathic Medical Center, Coliege of
Osteopathic Medicine and Surgery

407 Palmer College of Chirepractic

312 University of lowa College of Dentistry

027 University of lowa College of Medicine
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illincis

028 Chicago Medical School, Finch University of Health Sciences
029 Loyola University Chicago, Stritch School of Medicine

505 Midwestern University, Chicage College of Osteopathic Medicine
408 Naticnal College of Chiropraclic

313 Northwestern University Dental School

030 Northwestem University Medical School

031 Rush Medical College of Rush University

804 Scholl Cotlege of Pediatric Medicine at Finch University

314 Southern lllinois University School of Dental Medicine

332 Southem linois University School of Medicire -

033 University of Chicago, The Pritzker School of Medicine

315 University of lllinois at Chicage College of Dentistry

034 University of llinois College of Medicine

indiana
316 Indiana University School of Dentistry
035 Indiana University School of Medicine

Kansas
036 University of Kansas Schocl of Medicine

Kentucky

506 Pikeville College, School of Osteopathic Medicine
317 University of Kentucky Cellege of Dentistry

037 University of Kentucky College of Medicine

318 University of Louisville School of Dentistry

038 University of Louisville Scheel of Medicine

Louisiana

319 Louisiana State University Scheol of Dentistry

039 Louisiana State University School of Medicine in New Orleans
040 Louisiana State University Schoo! of Medicine in Shreveport
041 Tutane Universily School of Medicine

Massachusetts

042 Boston University School of Medicine

320 Boston University, Goldman Schoel of Dental Medicine
043 Harvard Medicatl School

321 Harvard School of Dental Medicine

322 Tufts University School of Dental Medicine

044 Tufts University School of Medicine

045 University of Massachusetts Medical School

Maryland

046 Johns Hopkins University School of Medicine

047 Urniformed Services University of the Health Sciences

048 University of Maryland Scheol of Medicine

323 University of Maryland, Baltimore, College of Dental Surgery

Maine
507 University of New England, College of Qsteopathic Medicine

Michigan

049 Michigan State University College of Human Medicine
508 Michigan State University, College of Ostecpathic Medicine
324 University of Detroit Mercy School of Dentistry

050 University of Michigan Medical School

325 University of Michigan School of Dentistry

051 Wayne Sfate University School of Medicine

Minnesota

052 Mayo Medical Schoot

409 Morthwestern College of Chiropradiic

053 University of Minnesota, Duluth School of Medicine
054 University of Minnesota Medical Scheol, Twin Cities
326 University of Minnesota School of Dentistry

Missouri

410 Cleveland Chiropractic College of Kansas City

509 Kirksville College of Osteopathic Medicine

411 Logan Chiropractic College

055 Saint Louis University School of Medicine

510 University of Health Sciences. College of Osteopathic Medicine

056 Universily of Missouri, Columbia School of Medicine

327 University of Missouri Kansas City School of Dentistry
057 University of Missouri Kansas City School of Medicine
058 wWashingtor University in St. Louis School of Medicine
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Mississippi
328 Universily of Mississippi School of Dentistry
059 University of Mississippi Schocl of Medicine

North Carolina

060 Duke Uriversity School of Medicine

061 The Brody School of Medicine at Sast Carolina University
329 University of North Carolina at Chapet Hill School of Dentistry
062 University of North Carclina at Chapel Hill School of Medicine
063 Wake Forest University School of Medicine

North Dakota
064 University of North Dakata School of Medicine and Health Sciences

Nebraska

330 Creighton University School of Dentistry

065 Creighton University School of Medicine

066 University of Nebraska College of Medicine

331 University of Nebraska Medical Center, College of Dentistry

New Hampshire
067 Dartmouth Medical School

New Jersey’

068 Robert Wood Johnson Medical School

069 University of Medicine and Dentistry of New Jersey (UMDNJ)
332 UMDNJ, New Jersey Dental School

511 UMBDNJ, School of Osleopathic Medicine

New Mexico
070 University of New Mexico Scheol of Medicine

Nevada
Q71 University of Nevada School of Medicine

New York

072 Albany Medical Coliege

073 Albert Einslein College of Medicine

074 Columbia University College of Physicians and Surgeons

333 Colurnbia University School of Dental and Oral Surgery

075 Joan & Sanford 1. Weill Medical College of Cornell University

076 Mount Sinai School of Medicine of New York University

412 New York Chiropractic College

512 NY College of Osteopathic Medicine of the NY Institute of Technotogy
077 New York Medical College '

334 New York Universily Kriser Dental Center

078 New York University School of Medicine

335 State University of New Yerk at Buffalo School of Dental Medicine
082 State University of New York at Buffalo School of Medicine

336 State University of New York at Stony Brook Schoo! of Dental Medicine
081 State University of New York at Stony Brook School of Medicine

079 State University of Mew York College of Medicine

080 State University of New York Upstate Medical University

083 University of Rochester School of Medicine and Dentistry

Chio

337 Case Western Reserve University School of Dentistry
084 Case Westemn Reserve University Schoo! of Medicine
085 Medical College of Chio

086 Mortheastern Ohio Universities College of Medicine
803 Ohio College of Podiatric Medicine

338 Ohio State University College of Dentistry

087 Ohio State University Celiege of Medicine and Public Health
513  Ohio University College of Osteopathic Medicine

088 University of Cincinnati College of Medicine

089 Wright State University School of Medicine

Oklahoma .

514 Qklahoma State University, College of Csteopathic Medicine
339 University of Oklahoma College of Dentistry

090 Universily of Oklahoma College of Medicine

Oregon

091 Qregon Health & Science University School of Medicine
340 Oregon Heallh Sciences University Schoot of Dentistry
413 Woeslern States Chiropractic College

Pennsylvania
082 Jefferson Medical College of Thomas Jefferson University
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515 Lake Erie College of Osteopathic Medicine

093 MCP Hahnemann University School of Medicine
094 Pennsylvania State University College of Medicine
516 Philadelphia Ccitege of Osteopathic Medicine

341 Temple University School of Dentistry

095 Temple University Schocl of Medicine

805, Tempie University School of Podiatric Medicine
342 University of Pennsylvania School of Dental Medicine
096 University of Pennsylivania School of Medicine
343 University of Pittskurgh School of Dental Medicine
097 University of Pittsburgh School of Medicine

Puerto Rico

098 Ponce School of Medicine

098 Universidad Central del Caribe Schoof of Medicine
100 University of Puerto Rico School of Medicine

344 University of Puerto Rico School of Dentistry

Rhode Istand
101 Brown Medical School

Scuth Carelina

345 Medical University of South Caroclina Coliege of Dental Medicine
102 Medical University of South Carolina College of Medicine

414 Sherman College of Chiropractic

103 University of Scuth Carolina Scheol of Medicine

South Dakota
104 University of South Dakota School of Medicine

Tennessee

105 East Tennessee State University

346 Meharry Medical College School of Dentistry
106 Meharry Medical College School of Medicine
347 University of Tennessee College of Dentistry
107  University of Tennessee College of Medicine
108 Vanderbilt University School of Medicine

Texas

348 Baylor College of Dentistry

109 Baylor College of Medicine

415 Parker College of Chiropractic

416 Texas Chiropraclic College

110 Texas Tech University Health Sciences Center School of Medicine

111 The Texas A & M University System College of Medicine

517 UNT Health Sciences Center, Texas College of Osteopathic Medicine
349 University of Texas Health Science Center at Houston Dental Schoot
350- University of Texas Health Science Center at San Antonic Dental Schoaol
112 University of Texas Medical Branch at Galveston

113 University of Texas Medical School at Houston

114 University of Texas Medical School at San Antonio

115 UT Southwestern Medical Center at Dallas Southwestern Medical School

Utah
116 University of Utah Schoo! of Medicine

Virginia

117 Eastemn VA Medical School of the Medical College of Hampton Roads
118 University of Virginia School of Medicine Health Sysiem

351 Virginia Commonweallh University School of Dentistry

119 Virginia Commonwealth University School of Medicine

Vermont
120 University of Vermont College of Medicine

Washington
352 University of Washington School of Dentistry
121 University of Washington Schoal of Medicine

Wisconsin !
353 Marquette University School of Dentistry
122 Medical College of Wisconsin
123 University of Wisconsin Medical School

West Virginia

124 Joan G. Edwards School of Medicine at Marshall University
518 West Virginia School of Osteopathic Medicine

354 West Virginia University School of Dentistry

125 West Virginia University Schooj of Medicine
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Canada

355
126
357
127
356
128
129
130
131
132
133
134
358
135
359
136
137
360
138
361
138
362
140
363
141
364

Dalhousie University Faculty of Dentistry
Dalhousie University Faculty of Medicine
Laval University Faculty of Dentistry
Laval University Faculty of Medicine
McGill University Faculty of Dentistry
McGill University Faculty of Medicine
McMaster University School of Medicine

Memorial University of Newfoundland Facuity of Medicine

Queen's University Facully of Health Sciences

The University of Western Ontario Facully of Medicine & Deninstry

Uriiversite de Mentreal Faculty of Medicine
Universite de Sherbrooke Faculty of Medicine
University of Alberta Faculty of Dentistry
University of Alberta Faculty of Medicine
University of British Columbia Faculty of Dentistry
University of British Columbia Facully of Medicine
University of Calgary Faculty of Medicine
Universily of Manitoba Facully of Dentistry
University of Manitoba Faculty of Medicine
Universily of Monireal Facully of Dentistry
University of Cltawa Faculty of Medicine
University of Saskatchewan College of Dentistry
Universily of Saskalchewan College of Medicine
University of Teronte Facuity of Dentistry
University of Toronto Facully of Medicine
Universily of Western Ontario Facully of Dentistry

cialty Codes - MD /DO 'Only

“EH
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247
246
291

249
258
126
363
367

283
292

444
266
264
443
258

427
348

395
446

391
272
447
237
448
282
396

. 225
479
301
448

- 236
248
255
294

257
267

275
285

Allergy & Immunology

Allergy & immunology, Allergy

Allergy & immunology, Clinical &
Laboratory Immuriology

Anesthesiology

Anesthesiology, Addiction Medicine
Anesthesiology, Critical Care Medicine
Anesthesiclogy, Pain Medicine

Clinical Prarmacology

Colon & Rectal Surgery

Dermatelogy

Dermatology, Clinical & Laboratory
Dermatological Immunalogy

Dermatology, Dermatological Surgery
Dermatology, Dermatopathology
Dermatolegy, MOHS-Micrographic Surgery
Dermatology, Pediatric Dermatclogy
Emergency Medicine

Emergency Medicine, Emergency Medical
Sesvices

Emergency Medicine, Medical Toxicology
Emergency Medicine, Pediatric Emergency
Medicing

Emergency Medicine, Sports Medicine
Emergency Medicine, Undersea and Hyperbaric
Medicine

Facial Plastic Surgery

Family Practice

Family Pre\clice, Addiction Medicine
Family Practice, Adolescent Medicine
Famity Practice, Adult Medicine

Famity Practice, Geriatric Medicine

Family Practice, Sports Medicine

General Practice

Hospilalist

Internal Medicine

Internal Medicine, Addiction Medicine
Internal Medicine, Adolescent Medicine
Interaal Medicine, Allergy & immunclogy
Internal Medicine, Cardiovascular Disease
Internal Medicine, Clinical & Laboratory
immunology

Internal Medicine, Clinical Cardiac
Electrophysiotogy

internal Medicine, Critical Care Medicine
Internal Medicine, Endocrinology, Diabetes &
Metabolism

Internal Medicine, Gastroenterology
Internal Medicine, Geriatric Medicine
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287
288
450
298
451
453

325
308
378
390
802
397
433
481
278
281
277
280
455
454
306
308

409

330
440
317
318

315
316
321
260
326
286
303

320
271

328
441
41

442

456

406
415

Internal Medicine, Hematology

internat Medicine, Hemataology & Cncology
Internal Medicine, Hepatoiogy

Internal Medicine, Infecticus Disease

internal Medicine, Interventional Cardiology
Internal Medicine, Magnelic Resonance Imaging
(MR))

Internal Medicine, Medical Oncology

Internal Medicing, Nephrology

. Internat Medicine, Pulmonary Disease

tinternal Medicine, Rheumatology

Internal Medicine, Sleep Medicine

Intemal Medicine, Sports Medicine
Laboratories, Clinicat Medical Laboratery

Legal Medicine

Medical Genetics, Clinical Biochemical Genelics
Medical Genelics, Clinical Cytogenetic

Medical Genetics, Clinical Genetics (M.D.}
Medical Genetics, Clinical Molecular Genetics
Medical Genetics, Molecular Genetic Pathology
Medical Genetics, Ph.D. Medical Genetics
Neonatal-Perinatal Medicine

Neopathology

Neurological Surgery

Neuromuscutoskeletal Medicine & OMM
Neuremusculoskeletal Medicine, Sports Medicine
Nuclear Medicine

Nuclear Medicine, In Vivo & In Vitro Nuclear
Medicine

Nuclear Medicing, Nuclear Cardiology

Nuclear Medicine, Nuclear Imaging & Therapy
Obsletrics & Gynecology

Obstetrics & Gynecology, Critical Care Medicine
Chstetrics & Gynecology, Gynecologic Oneology
Chstetrics & Gynecology, Gynecology
Obstetrics & Gynecology, Maternal & Fetal
Medicine

Obstetrics & Gynecology, Cbstetrics

Obstetrics & Gynecology, Reproductive
Endocrinology

Cphthalmology

Oral & Maxillefacial Surgery

Orthopaedic Surgery

Orthopaedic Surgery, Adult Reconstructive
Orthopaedic Surgery

Orthopaedic Surgery, Foot and Ankle
Orthopaedics

QOrthopaedic Surgery, Hand Surgery
Orthopaedic Surgery, Orthopaedic Surgery of the

416
803

457
119
33
458
459

332
357
417

804
480
337
338
340

250

344

302

262
265
273
290
298
305
461

312
358
244
805
239
295
462

354
356

345

Spine

Orthopaedic Surgery, Orthopaedic Trauma
Orthopaedic Surgery, Pediatric Orthepaedic
Surgery

Orthopaedic Surgery, Sports Medicine
Crthopedic

Ctolaryngology

Ololaryngology, Clolaryngic Allergy
Otolaryngology, Otolaryngolegy/ Facial Plastic
Surgery

Ctolaryngology, Ctology & Neurotology
Otolaryngology, Pediatric Otolaryngolegy |
Otelaryngolegy, Plastic Surgery within the Head
& Neck

Otolaryngology, Sleep Medicine

Pain Medicine, Interventional Pain Medicine
Pain Medicine

Fathology, Anatomic Pathology

Pathology, Anatomic Patholegy & Clinical
Pathology

Pathalogy, Bleod Banking & Transfusion
Medicine .

Pathology, Chemical Pathology

Pathology, Clinical
Pathalogy/Laboratory Medicine
Pathology, Cytepathology
Pathelogy, Dermatopathclegy
Pathology, Forensic Pathology
Pathology, Hematology
Pathelogy, Immunopathelegy
Pathelegy, Medical Microbiology

" Pathology, Molecular Genetic

Pathalogy

Pathology, Neuropathology
Pathology, Pediatric Pathelogy
Pediatrics

Pedijatric Anesthesiology,
Pediatrics, Adolescent Medicine

Pediatrics, Clinical & Laboeratory
Immunology

Pediatrics, Developmentat —
Behaviorai Pedialrics
Pediatrics, Medical Toxicology
Pediatrics, Neurodevelopmental
Disabilities

Pediatrics, Pediatric Allsrgy &
Immunology

Page 40 g4 app vs0
Reprinted on 10/31/08




Code Lists

“Specialty Codes ~MD/DO Only-

346 Pediatrics, Pediatric Cardiclogy

347 Pediatrics, Pediatrc Critical Care 242
Medicine

463 Pediatrics, Pediatric Emergency 429
Medicine

349 Pediatrics, Pediatsic Endocrinology 112
350 Pediatrics, Pediatric

Gastroenterology 471

351 Pediatrics, Pediatric Hematology-

Oncology 431

352 Pediatrics, Pedialric Infectious

355 Pediatrics, Pediatric Nephrology

Diseases 114

359 Pediatrics, Pediafric Pulmonology 370
361 Pediatrics, Pediatric Rkeumatology

806 Pediatrics, Sleep Medicine 473
398 Pediatrics, Sports Medicine

365 Physical Medicine & Rehabilitaticn 371
468 Physical Medicine & Rehabilitation,

Pain Medicine 313

389 Physical Medicine & Rehabilitation,

Pediatric Rehabilitation Medicine 274

466 Physical Medicine & Rehabilitation,

Spinal Cord Injury Medicine 373

469 Physical Medicine & Rehabilitation,

Sporis Medicine 472

418 Plastic Surgery
470 Plastic Surgery, Plastic Surgery 100

Within the Head and Neck 31

407 Plastic Surgery, Surgery of the

Hand

Preventive Medicine, Aerospace
Medicine

Preventive Medicine, Medlcal
Toxicalegy

Preventive Medicine, Occupational
Medicine

Preventive Medicine, Sports
Medicine

Preventive Medicine, Undersea
and Hyperbaric Medicine
Preventive Medicine/Occupational

* Environmental Medicine

Psychiairy & Neurology, Addiction
Medicing

Psychiatry & Neurology, Addiction
Psychiatry

Psychiatry & Neurology, Child &
Adolescent Psychiatry

Psychiatry & Neurology, Clinical
Neurophysiology

Psychiatry & Neurology, Forensic
Psychiatry

Psychiatry & Neurology, Geriatric
Psychiatry

Psychiatry & Neurology,
Neurodevelopmental Disabilities
Psychiatry & Neurclogy, Neurclogy
Psychiatry & Neurology, Neurology

474

368
809

475
476
366

252
173
430
314
g
360
380
477
381
384

434
399
418
420

405
425

Neurology

Psychialry & Neurology, Pain
Medicine

Psychiatry & Neurclegy, Psychiatry
Psychiatry & Neurology, Sleep
Medicine

Psychiatry & Neurology, Sports
Medicine

Psychiatry & Neuralogy, Vascular
Neurofogy

Public Health & General Preventive
Medicine

Radiclogy, Bedy Imaging
Radiclegy, Diagnostic Radiclogy
Radiclogy, Diagnostic Ultrasound
Radiclogy, Neuroradiology
Radiclogy, Nuclear Radiology
Radiclogy, Pediatric Radiotogy
Radiotogy, Radiation Oncology
Radiclogy, Radiological Physics
Radiclogy, Therapeutic Radiology
Radiclogy, Vascular &
Interventional Radiology

Supplier

Surgery

Surgery, Pediatric Surgery
Surgery, Plastic and Reconstruclive
Surgery

Surgery, Surgery of the Hand

413
423
400
421

442
424
811

Surgery, Surgical Oncclogy
Surgery, Trauma Surgery
Surgery, Vascular Surgery
Thoracic Surgery {Cardiothoracic
Vascular Surgery)

Transplant Surgery

{Urology

Urolagy, Pediatric Urology

with Spemai Quallfcatlons in Child

Q_*Specsalty Codes 'DDS | DMD / DEM /- DG

Surgery, Surgical Critica! Care

NOTE THIS LISTA 3 ROM-THE NAT[ONAL HEALTH CARE PROVIDER T8 ONOMY CODE LIST, PUBL!SHED IN COOPERATJON WITH THE' NATIONAL UNIFORM CL.A]M COMM!TI’EE (NUCC)
DDS / DMD DPM Dc
2 Dentist 3 Padiatrist 1 Chircpractor
13 Dentist, Dental Public Health 231 Podiatrist, Foot & Ankle Surgery 5 Chiropractor, Internist
14  Dentist, Endodontics 230 Podialrist, Fool Surgery i3 Chiropractor, Neurology
438 Dentist, General Practice 227 Podiatrist, Primary Podiatric Medicine 7 Chiropractor, Nutrition
16  Dentist, Oral and Maxillofacial Pathology 226 Podiatrist, Public Medicine 8 Chiropracter, Occupational Medicine
439 Dentist, Cral and Maxillofacial Radiology 228 Podiatrist, Radiology 9 Chirgpractor, Crthopedic
20 Dentist, Oral and Maxillofacial Surgery 229 Podiatrist, Sporis Medicine 10 Chiropractor, Radiology
15  Dentist, Orthodontics and Dentofacial Orthopedics 801 Chiropractor, Rehabilitation Specialization
17  Dentist, Pediatric Dentistry 11 Chirepractor, Sports Physician
18  Dentist, Pesiodontics 12 Chiropractor, Thermography
19 Dentisi, Prosthodontics

501
503

504
505
531
727
728
729
730
731
732
733
734
735
736
737
738
730
740
741
742
743
744
745
746
747
748
749
750
751
752

Acu.p.uﬁ.ctuns.t.
Audiologist
Audiologist, Assistive Technotogy Practitioner

Audiologist, Assistive Technology Supplier

Christian Science Practitioner

Clinical Nurse Specialist

Clinical Nurse Specialist, Acute Care

Clinical Nurse Specialist, Adult Health

Clinical Nurse Specialist, Chronic Care

Clinical Nurse Specialist, Communrity Health/Public Heaith
Clinical Nurse Specialist, Critical Care Medicine

Clinical Nurse Specialist, Emergency

Clinical Nurse Specialist, Ethics

Clinicat Nurse Specialist, Family Health

Clinical Nurse Specialist, Gerontofogy

Clinical Nurse Specialist, Holistic

Clinical Nurse Specialist, Heme Health

Clinicat Nurse Speciziist, Informatics

Clinical Nurse Specialist, Long-Term Care

Ciinical Nurse Specialist, Medical-Surgical

Clinical Nurse Specialist, Neonatal

CEnical Nurse Specialist, Neuroscience

Clinicat Nurse Specialist, Occupational Health

Clinicat Nurse Specialist, Oncolagy

Clinical Nurse Specialist, Oncclogy, Pediatrics

Cilinical Nurse Specialist, Pediatrics

Chinical Nurse Specialist, Perinatal

Ciinical Nurse Specialist, Perioperalive

Clinical Nurse Specialist, Psychiatric/Mental Health
Clinical Nurse Specialist, Psychiatric/Mental Health, Adult
Clinical Nurse Specialist, Psychiatric/Mental Health, Child & Adolescent
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Clinical Nurse Specialist, Psychiatric/Mentat Health, Ghild & Family
Clinical Nurse Specialist, Psychiatric/Mental Health, Chrenically 1}
Glinical Nurse Specialist, Psychiatric/Mental Heaith, Community

760

5186
£33
536
534
535
651

517

547
549
652
381
553
653
854
658
656
658
657
659

Clinical Nurse Specialist, Psychiatric/Mental Health, Geropsychlatrlc
Clinical Nurse Specialist, Rehabilitation
Clinical Nurse Specialist, School

Clinical Nurse Specialist, Transplantation
Clinical Nurse Specialist, Women's Health
Counselor

Counselor, Addiction (Substance Use Disorder)
Ceunselor, Mental Health

Counselor, Professional

Dietitian, Registered

Dietitian, Registered, Nufrition, Metabolic
Dietitian, Registered, Mutrition, Pediatric
Dietitian, Registered, Nutrition, Renal
Licensed Practical Nurse

Marriage & Family Therapist

Massage Therapist

Midwife, Certified

Midwife, Certified Nurse

Naturopath

Neuropsychologist

Nurse Anesthetist, Certified Registered
Nurse Practitioner

Nurse Practitioner, Acute Care

Nurse Practitioner, Aduft Health

Nurse Practitioner, Community Health
MNurse Practitioner, Critical Care Medicine
Nurse Praclitioner, Family
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660
a61

662
670
671

663
664
666
667
665
668
669
337
538
535
556
557
558
559
560
561

563
565
566
567
571

568
569
570
573
574
807
575
576
808
577
578
580
581

583
582
584
585
586
587
590
588
589
592
593
504
596
597
598
599
602
600
601
603
604
605
606
607
608
609
610
611
612
613
614
615
672
673
674
raki
681
676
677
678
680

Nurse Prachitioner, Gerontology

Nurse Practitioner, Necnatal

Nurse Practitioner, Necnatal, Critical Care
Nurse Practitioner, Obstetrics & Gynecology
Nurse Praclitioner, Qccupational Health
Nurse Practlitioner, Pediatrics

Nurse Practitioner, Pediatrics, Critical Care
Nurse Practitioner, Perinatal ’
Nurse Practitioner, Primary Care

Nurse Practitioner, Psych/Mental Heallh
MNurse Practitioner, School

Nurse Practiticner, Women's Health
Nutritionist

Nutritionist, Nutrition, Education
Qccupational Therapist

Qccupational Therapist, Ergonomics
Occupationat Therapist, Hand
Occupational Therapist, Human Facters .
Occupational Therapist, Neurorehabifitation
Qccupational Therapist, Pediatrics
Occupational Therapist, Rehabilitation, Driver
Optician

Optomedrist

Optemetrist, Corneal and Contact Management
Optometrist, Low Vision Rehabilitation
Optometrist, Occupaticnal Vision
Optometrist, Pediatrics

Optometrist, Sports Vision

Optemetrist, Vision Therapy

Pharmagist

Pharmacist, General Practice

Pharmacist, Geriatric

Pharmacist, Nuclear

Pharmacist, Nutrition Support

Pharmacist, Qncology

Pharmacist, Pharmacotherapy

Phrarmacist, Psychiatric

Physical Therapist

Physical Therapist, Cardiopulmonary
Physical Therapist, Electrophysiology, Clinical
Physical Therapist, Ergonomics

Physical Therapist, Geriairics

Physical Therapist, Hand

Physical Therapist, Human Factors
Physical Therapist, Neurology

Physical Therapist, Orthopedic

Physical Therapist, Pediatrics

Physical Therapist, Sports

Physician Assistant

Physician Assistant, Medical

Physician Assistant, Surgical

Psychologist

Psychologist, Addiction {Substance Use Disorder)
Psychologist, Adult Development & Aging
Psychologist, Behavioral

Psychologist, Child, Youth & Family
Psychologist, Clinical

Psychologist, Counseling

Psychologist, Educational

Psychologist, Exercise & Spons
Psychotogist, Family

Psychologist, Forensic

Psychologist, HealthService

Psychologist, Men & Masculinity

Psychclogisi, Mental Retardation & Developmental Disabilities

Psychologist, Psychoanalysis
Psychclogist, Psychotherapy
Psychologist, Psychotherapy, Group
Psychologist, Rehabilitation
Psycholegist, Scheol

Psychologist, Women

Registered Nurse

Registered Nurse, Addiction (Supstance Use Disorder)

Registered Nurse, Administrator
Registered Nurse. Ambulatory Care
Registered Nurse, Cardiac Rehabiiitation
Reqgistered Nurse, Case Management
Registered Nurse, College Health
Registered Nurse, Community Health
Registered Murse, Continence Care
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679
675
682
683
684
685
686
688
687
689
691
590
692
694

895
696
897
899
700
7o
702
698
703
719
720
721
722
725
724
726
723
704
706
705
710
714
708
709
707
810
712
713
715
716
718
717
617
618
620
619
622
621
623
628
627
629
624
626
625
630
631
632
634
633
636
635
637
642
641
643
638
640
639
644
646
648
506
649
502

Registered Nurse, Gonfinuing Educalion/Staff Development
Registered Murse, Critical Care Medicine

Registered Nurse, Diabetes Educator

Registered Nurse, Dialysis, Peritoneal

Ragisterad Nurse, Emergency

Registered Nurse, Enterostomal Therapy

Registered Nurse, Flight

Registesed Nurse, Gaslroenterology

Registered Nurse, General Practice

Registered Nurse, Gerantology

Registered MNurse, Hemodialysis

Registered Murse, Home Health

Registered Nurse, Hospice

Registered Nurse, Infection Control

Registered Nurse, Infusion Therapy

Registered Nurse, Lactation Consultant

Registered Nurse, Maternal Newbomn

Registered Nurse, Medicai-Surgical

Registered Nurse, Neonatal Intensive Care

Registered Murse, Neonatal, Low-Risk

Registered Nurse, Nephrology

Registered Nurse, Neuvroscience

Registered Nurse, Nurse Massage Therapist (NMT)
Registered Nurse, Nutritich Supper

Registered Nurse, Obstetric, High-Risk

Registered Nurse, Chstetric, Inpatient

Registered Nurse, Occupational Health

Registered Nurse, Oncology

Registered Nurse, Ophthalmic

Registered Nurse, Orthopedic

Registered Nurse, Oslomy Care

Registered Nurse, Ctorhinolaryngology & Head-Neck
Registered Nurse, Pain Management

Registered Nurse, Pediatric Oncology

Registered Nurse, Pediatrics

Registered Nurse, Perinatal

Registered Nurse, Plastic Surgery

Registered Nurse, Psych/Mental Health

Registered Nurse, Psych/Mental Health, Adult
Registered Nurse, Psych/Mental Health, Child & Adolescent
Registered Nurse, Registered Nurse First Assistant
Registered Nurse, Rehabilitation

Registered Nurse, Reproductive Endocrinology/Infertility
Registered Nurse, School

Registered Nurse, Urology

Registered Nurse, Women's Health Care, Ambulatory
Registered Nurse, Wound Care

Respiratory Therapist, Cerlified

Respiratory Therapist, Certified, Critical Care
Respiratory Therapist, Certified, Educaticnal
Respiratory Therapist, Cerlified, Emergency Care
Respiratory Therapist, Certified, General Care
Respiratory Therapist, Certified, Geriatric Care
Respiratory Therapist, Certified, Home Health
Respiratory Therapist, Certified, Neonatal/Pediatrics
Respiratory Therapist, Certified, Palliative/Hospice
Respiratory Therapist, Certified, Patient Transport
Respiratory Therapist, Certified, Pulmonary Diagnostics
Respiratory Therapist, Certified, Pulmonary Function Technologist
Resplratory Therapist, Cenlified, Pulmonary Rehabilitation
Respiratory Therapist, Certified, SNF/Subacute Care
Respiratory Therapist, Registered

Respiratory Therapist, Registered, Critical Care
Respiratery Therapist, Registered, Educational
Respiratory Therapist, Registered, Emergency Care
Respiratory Therapist, Registered, General Care
Respiratory Therapist, Registered, Gerfatric Care
Respiratory Therapist, Registered, Heme Heaith
Respiratory Therapist, Registered, Neonatal/Pediatrics
Respiratory Therapist, Registered, Pailiative/Hospice
Respiratory Therapist, Registered, Patient Transport
Respiratory Therapist, Registered, Puimonary Diagnosiics
Respiratery Therapist, Registered, Pulmenary Functior: Technologist
Respiratory Therapist, Registered, Pulmonary Rehabilitation
Respiralory Therapist, Regislered, SNF/Subacute Care
Sociat Worker, Clinical

SpecialistTechnolegist, Other, Biomedicat Engineering
Speech-Language Pathologist

Technician, Other, Biomedical Engineering

Other, Not Listed
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940 Academy of Certified Social Workers

1150 ACNM Certification Council

380 American Academy of Ambulatory Gare Nursing

1550 American Academy of Anesthesiologist Assistants

230 American Academy of Audiology

370 American Academy of Experts in Traumalic Stress

270 American Academy of Health Providers in the Addiclive Diserders
200 American Academy of Medical Acupuncture

405 American Academy of Nurse Praclitioners

380 American Academy of Nursing

1330 American Academy of Optomeiry

1480 American Academy of Physician Assistants

1110 American Association for Marriage and Family Therapy

390 American Association of Critical Care Nurses

1590 American Association of Murse Anesthelists

330 American Association of Pastoral Counselors

4010 American Association of Sex Educators, Counselors and Therapists
710 American Board Medical Psychotherapists

280 American Beard of Addiction Medicine

950 American Board of Examiners in Clinical Social Work

720 American Board of Medical Psyhotherapists & Psychodiagnosticians
400 American Board of Nursing Specialties’

1240 American Board of Nutrition

1300 American Board of Occupaticnal Medicine

1360 American Board of Ophthalmology

1510 American Beard of Physical Therapy Specialties

700 American Board of Professional Psychology

1130 American Naturopath Certification Board

350 American Nurses Credentialing Center

740 American Psychological Association

750 American Psychological Society

760 American Psychotherapy Association

290 American Society of Addiction Medicine

1650 American Speech-Language-Hearing Association

250 Biofeedback Certificalion Institule of America

1430 Board of Pharmaceutical Specialties

1250 Commission on Dietetic Registration

960 Empioyee Assistance Professionals Assoctation

780 National Association for the Advancement of Psychoanalysis

1450 Naticnal Association of Boards of Pharmacy

1600 National Association of Nurse Anesthetists

770 National Association of School Psychologists

980 National Association of Social Workers

1310 Nationat Board for Certification in Occupational Therapy

1490 National Board for Cerlification of Onthopaedic Physician Assistants
790 Nationai Beard for Certified Clinical Hypnotherapists

310 National Beoard for Certified Counselors

1630 Natienal Board for Respiratory Care

300 Naticnal Board of Addiction Examiners

800 Nationai Board of Cognitive Behavieral Therapists

1350 Naticnal Board of Examiners in Optometry

1090 Nationa! Gertification Board for Therapeutic Massage and Bodywork
210 Nationai Certification Commission for Acupungture and Criental Medicine
1440 National Institute for Standards in Pharmacist Credentialing

220 Other - Mot Listed

“Specialty Boards -MD/ DDS /DMD /DO /DPM -

MD Boards

044 American Board of Allergy & Immunology
045 American Board of Anesthesioclogy

046 American Board of Colon & Rectal Surgery
047 American Board of Dermatology

048 American Board of Emergency Medicine
049 American Board of Family Medicing

050 American Board of Internal Medicine

051 American Board of Medical Genetics

052 American Board of Neurological Surgery
053 American Board of Nuclear Medicine

054 American Board of Obstetrics & Gynecology
055 American Board of Ophthaimology

109 American Board of Oral & Maxillofacial Surgeons
056 American Board of Orthopaedic Surgery
057 American Beard of Clolaryngology

058 American Board of Pathology

059 American Board of Pediatrics

060 American Board of Physical Medicine & Rehabilitation
061 American Board of Plaslic Surgery

062 American Board of Preventive Medicine
063 American Board of Psychiatry & Neurolegy
064 American Board of Radiology

065 American Board of Surgery

086 American Board of Thoracic Surgery

087 American Board of Urotogy

142 Boards other than ABMS/ADA

Dental Boards

113 American Board of Endodontics

114 American Board of Oral & Maxiliofacial Pathology
117 Ameyican Board of Oral & Maxiffofacial Radiology
109 American Board of Oral & Maxillefacial Surgeons

KAPER-1 (04/2009)

108 American Board of Orthedontics

112 American Beard of Pediatric Dentistry

111 American Board of Periodontology )
115 American Board of Prosthodontics

108 American Board of Public Health Dentistry
120 Boards other than ABMS/AQA

DO Boards

118 American Osteopathic Board of Anesthesioclogy

119 American Osteopathic Board of Dermatology

120 American Osteopathic Board of Emergency Medicine

121  American Ostecpathic Board of Family Practice .

123  American Osteopathic Board of Internal Medicine

124 American Osteopathic Board of Neurology and Psychiatry

125 American CUsteopaihic Beard of Neuromuskuloskeletat Medicine
126 American Qsteopathic Board of Nuclear Medicine

127 American Osteopathic Board of Obstetrics and Gynecology

128 American Osteopathic Board of Cphthalimology and Otolaryngology
120  American Osteopathic Board of Crthepedic Surgery

130 American Osteopathic Board of Pathology

131 American Osteopathic Board of Pediatrics

132 American Osteopathic Board of Preventive Medicine

133 American Osteopathic Board of Prociology

134 American Osteopathic Board of Radiology

135 American Ostecpathic Board of Rehabilitation Medicine

136 American Osteopathic Board of Surgery

DPM Boards

140 American Board of Medical Specialists in Podiatry

137 American Board of Podiatric Orthopedics and Primary Podiatric Medicine
136 American Board of Podiatric Surgery

139 American Coungcil of Certified Podiatric Surgeons and Physicians
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